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Rural Health Research Center, Narangwal, Punjab, India. 


INTRODUCTION 


The Population project at the Rural Health Research Center began 
in 1966 as a study of the acceptance of Intrauterine Contraceptive Devices 
in rural communities, In 1968 this study was enlarged to include other 
methods of contraception and to investigate the value of combining health 
services with family planning services. Support was obtained from an x 
AID contract, a PL480-Grant and through the I1GiR. From its inception the 
project has been integrated with two other studies at RHRC - an investi- 
gation of the interaction of nutrition and intestinal ince children, 
the "Nutrition Project"; and the "Functional Analysis Project! which 
utilized the methods of operations research to analyze health needs of 
the community and effectiveness of the health services which were available. 


Twenty villages with a population of spproximately 22,000 receive 
various combinations of family planning and/or health services. The 
general hypothesis being tested is that attitudes toward acceptance of 
family planning methods will change if provision of these methods is 
combined with provision of health services, and that a result of this 
change in attitudes will begreduction in the number of births, 


As specific instances of this general hypothesis, it was proposeds 


1) that contraceptive practice will be greater if family planning 
services (FP) are combined with general health services for 
women 15-49 (WS), than if FP is provided elone; 


2) that contraceptive practice will also be greater if FP service is 
combined with health services for children 0-3 (CC), than if FP 
is provided alone; 


3) that contraceptive practice will again be greater of FP is combined | 
with both WS and CC, and this combination wiil produce an increment 
in FP practice greater than that obtained in hypothesis one or two; 


i) that a decline in infant-child mortality will lead to increased 
contraceptive practice because ot a decrease in the number of births 
desired by a family. 


The experimental design constructed to test these hypotheses has 
been described in detail in previous reports. very briefly, L% pear es 
of § cells of 34 villages each, with different combinations of family 


planning (FP), women's services (WS), and child care (CG) in eachs 


1. FP alone 

2e FP plus WS 
: rP plus CG / 
4. FP plus WS plus CC / 


} 
f 


e . e / 
ae addition there is a fifth group of 4 villages in/which no services 
are provided by RHRC, although the usual government services continue. 
Each group of villages has a population of approximately 5000. 
{ 


The child care services provided include nutritional supplements 
for Malnourished children along with infection control. The "FP plus cc" 
cell is also one of the cells of the nutrition project. The basic experi- 
Mental design and its overlap with the nutrition project is summarized in 
the diagram in Figure I-1. | 


) Both medical care and family planning services are delivered through 
auxiliary nurse midwives (subsequently called the family Health Workem} Hw) 
resident in the villages with supervision by lacy health visitors, public 
health nurses and project physicians. The first task of the project was 

to work out the details of the system through which these services would 

be delivered. It was felt important that this process of building a 
delivery system should begin at the point of delivery - the village sub 
centere Great emphasis has been placec on a careful analysis of what 
village workers actually can accomplish in a situetion reasonably close 

to one which could be reproduced by the Indian government health services. 
In order to carry out this analysis as weli as the other research objectives 
of the project, an optimal research system has been created, with ratios 

of population to family health workers considerably lower than would be 
planned for a pilot demonstration project carrying out the Narangwal system 
in an entire primary health center. In this way i shoule be possible to 
be reasonably certain that failure to accomplish a given task was not 
related to economic or Manpower constraints, but to inability of para- 
professional workers to accomplish the task in a village situation. ‘There 
appear to have been several such failures, as discussed below. In general 
they relate to either health problems causod primarily by socio-cultural 
and economic conditions which must be eliminated befor x3e2alth mec es 
can effective, or health problems which can only be handled through 
Slaborate hospital based services which cannot now be expected to extend 
to villages. In the overall analysis it will be important to examine 
these failures carefully, as well ss the efforts which have been successful 
- increased FP acceptance and use, nutrition prograis, treatment of 
children's diarrhea (a major cause of deat), and immmnization are notable 
guccesses, The results obtained so far suggest that some areas in which 

the village family health worker are successful should be carefully analyzed 
to ascertain whether workers with less training but with good supervisory 
and supportive services could achieve the same results. It may be that 

one family health worker could provide effective services to a larger 
population with the assistance of locally recruited and trained assistants, 


resident in each village. 
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FIGURE I-14. 


Experimental Design of the Narangwal Population Project 
in Relation to the Nutrition Project. 
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A Major activity this year in four new Villages has been the 
creation of a family planning only cell in which no health services are 
provided beyond those directly related to the delivery of family planning 
servicese Women educated as Junior Basic Teachers have been selected, 
given six weeks training in family planning education and methods, and 7 
posted in each of the four villagese. An L.H.Ve supervisor and a physician 
come once a week to hold a clinic. FP services in ‘hese villages began 
in deme 1972. A more detailed description of this part of the program is 
contained in the body of the report. ; 


r 
—™ Lipo 


The functional analysis group at RHRC has had the responsibility 
for the analysis of the work performance of all workers in the pr¢éject 
(See the section on functional analysis in the main body of the report, ) 
This is accomplished primarily through work sampling and an analysis of 
the records kept by the village workers. This group is also responsible 
for developing cost estimates for the various service inputs. 


Data for analysis of the results of these service inputs comes 
from several sources; | 


1) Vital statistics (births and deaths) collected by special vital 
statistics investigators as well as by the FHW's, and analyzed by the 
statistical groupe (See section on vital events and reproductive petterns 
in main body of report.) 


2) Family Planning acceptance and practice rates obtained from ongoing 
surveys by the family health workers and male family planning workers. 
(See section on Family Planning acceptance and practice.) 


3) Periodic surveys of knowledge and attitude about, and practice of 
family planing, These surveys are combined with census and socio-economic 
surveyse 


4) Ongoing surveys of nutritional status and morbidity in children 0-3 
years of age. 


Some potentially useful information has come from preliminary 
analysis of this datae For example: the combination of nutritional supple- 
ments, immunization against common infectious diseases, and early treatment 
of certain conditiong such as diarrhea has reduced the mortality rate of 
children 1-3 to less than one half that in the control villages (from 2441 
per thousand to 9.9 per thousand)*. The obstetrical program, on ‘the other 
hand, has had no measurable effect on per-naval end neonatal mor tality*. 
This probably reflects a situation in which norme] deliveries are handled 
reasonably well by villagers without outside aid, but complicated deliver— 


P Raat + ie iW i . : 
ies require soryicas net roadiby availab’e vo en FHW in a village. 


*See final report to the Indian Council of Medical Research on the 
Nutrition Project (March, 1972). : 
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(Patients however are referred to existing hospital facilities in the study 
area when this is indicated). Family planning practice rates are only 
Slightly higher in those villages where FP is combined with woments 
services alone (see section on Family Planning Acceptance and Practice), 
and functional analysis has shown that this modest increase may relate 

to the increased time which the workers in these villages are able to 
spend on FP seryices (see section on Functional Analysis). 


Several tentative conclusions might be drawn from this information. 
As suggested above, it could be recommended that women's services, parti- 
cularly obstetrical care, be kept at a simple level which could be carried 
out by a locally recruited and trained village workers with intermitent 
supervisory visits by someone with more formal medical training, The 
impact of this change might have on family planning acceptance would 
certainly have to be MeasureGe On the other hand, one could conclude 
either to eliminate health services altogether (providing FP only), or 
to combine FP with child care. Neither of these latter choices seetis 
likely:in view of the tremendous popular demand for women's health ser- 
vices, but in any event the final analysis of the five year experieiice 
at RHRC will make it possible to compare effects of any of these alter~ 
native programs as delivered under relatively optimal circumstances. 
Beyond this, it will be possible to compare the cost effectiveness of 
specific components of each service package so as to Make rational recom. 
mendations for future programs. 


Whatever these recommendations may be, it is clear that they must 
first be implemented on a trial basis in a situation which more closely 
resembles that existing in primary health centers throughout India - with 
realistic ratios of population to medical personnel and with elimination 
of the research work which occupies much of the tine of workers in RHRG. 
Ghis has always been the plan for development at Narangwal, and it has 
not been thought necessary to wait for completion of the Narangwal data 
processing to begin a larger scale program. Since 1974 RERC has felt it 
was ready to develop a pilot demonstration project, providing complete 
care for one development block (A proposal Sor such a project was sub- 
mitted to ICMR in July, 1972). 


The present research objectives of the population project should 
be achieved in 1974. Between now and then it is expected that training 
activities at RHRC will increase, so that after 1974 its main function 


ys 


will be to serve as a training and research center for integrated health 
and family planning programs elsewhere in Incia. 
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PRESENT STATUS OF DATA 


Data accumulating from the project's activities falls under three 
broad headings: 


1) Baseline Surveys - An initial baseline survey was begun at the 
end of 1967 and completed in mid 1970. ‘This survey was conducted by 
social scientist investigators (most with Masters degrees) and consisted 
of census; pregnancy history; knowledge, practice, attitudes and beliefs 
regarding family planning; and a socioeconomic surveye A second round of 
surveys (Resurvey) was carried out from July 1971 to June 1972. 


2) Longitudinal Surveys - Ongoing collection of data on morbidity, 
anthropometry (weight and height-for-age of children 0—3), fertility, and 
vital events. This ongoing data collection is carried out by the village 
family health workers (FHWs) through their monthly or bi-monthly visits to 
the homes of women 15-49 and children 0-3. Vital events are collected 
from three sources - FHW's, special vital statistics investigators, and 
the village chowkidars. 


3) "Functional Anglysis" data, consisting of work sampling infor- 
mation and service record analysis, These data are currently collected 
processed and analyzed by the functional analysis group, a separate 
organization within RHRC. 


A very large number of punch cards accumulates as a result of pro- 
cessing these data: 


Baseline and Resurveys. 


Census 30,000 forms 30,000 punch cards 
t 


: 
Pregnancy History fee ,000 . * A as 
Knowledge & Practice ; 5,000 '" 5,0ug  " n 
Attitudes & Belief LES ee A018 8 ei 10,000-* " 
Socio-economic fo 4,000. _" 4,000... * " 


(Total: 69,000 GAL row) 


(Resurvey data contributes another 15000 forms and 30,000 
cards. Recensus and re-survey on pregnancy history are 
only updating operations and * punch card is created only 
when there is a 'vitel! change.) 


Longitudinal Data 


Fertility : 5,000 forms 60,000 cards(By Dec.) 
Vital Statistics +: 6,000 " 6,000 * 

Morbidity Pig,000 aie 8 | 
Anthropometry : 1,50C " 30,000 " (By Dec, ) 


(Total: 206,000 till now) 


Functional Analysis 


Work Sampling: 654 Obs. days - 125,000 Cards 
(Total: 125,000 cards till now) 
Total volume of data as of July 1, 1972 was about 400,000 cards. 


In July 1971 only 50,000 of these cards had been punched. The others 
were in various stages of being coded. A major effort has been made this 
year to eliminate this backlog, so that coding, punching, taping and 
tabulating data can be put on an ongoing basis. All of the first round 
baseline survey data is now on tape, some tables have been prepared, and 
most of the clean up operations on this survey are completed. The resurvey 
was completed July 1, and a major part of it (the pregnancy history) has 
been coded and punched. The recensus will be completed in September, 
Resurvey KP-AB (knowledge, practice, attitudes, beliefs) will be coded and 
punched in December. Taping and analysis of this data will také place as soon 
as possible since the census breakdown by age and sex is needed to calculate 
comparative fertility and mortality rates between the cohnrts. (Rates cited 
in this report have been hand tabulated, for the most part) 


The situation with the ongoing surveys is as follows: 


- All morbidity data through December 1971 has been put on tape, 
analysis has begune 

- anthropometric data for 1/3 of the population has been coded and 
taped, the remainder will be on tape in 3 months time. 

~ all fertility data through Oct. 1972 will be coded, punched and 
taped by Dec. 1972. ; 

- vital events deta upto 1972 has been coded and tapede Tables are 
included in the section on vital events and reproductive patterns. 
Births and death rates for the overall population have been 
calculsted. As soon as the detailed population data from tne second 
census is available it will be possible to calculate some of the 
more sensitive indices of fertility (e.g. - age, specific fertility 
rates and high parity birth rates). 

- data processing in the functional analysis section is on an ofigoing 
basis with the summary tabulations of all the work samphing data 
to be completed by October 1972. Service records are in the ie 
process of being coded. 


Arrangements have been made for the use of computer facilities in Delhi, 
so that the majority of the data analysis can now be conducted in Irdie. 
Statistical package programs have been obtained, and one of our Statistician- 
programmers is trained in their use. 


*Jain* 
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CHAPTER ONE 


FAMILY PLANNING SERVICES AND RESULTS 


Suiiaiy 


1. Family planning services are delivered at the village 
level by one female worker in cach village and one male worker for 
four villagese Their approach has been Nlow-key", offering family 
planning services, but not using vressure or any incentives, Multia 
ple methods have been made available to acceptorse Followup has 
been carefully routinized and supervised. During ‘the past year 
a systematic approach using defined "entry points” linking family 
Planning to health care delivered by the same worker has been _ 
introduced « a 


2e Acceptance and practice of family planning has increased 
substantially in ali villages into which family planning has been 
introduced. Up to this time however inter~cell eonmparisons show 
little differencese On the contrary large inter-village differenes 
need explanation. Because of difficulties with deta collection, 
comparison with control villages has not been accomplished yet, 
Details concerning acceptance, practice, change, dropouts and 
reasons for dropouts are presented. 


PART I: DELIVERY OF FAMILY PLANNING SERVICES 


At the village level a team of two workers are responsi~ 
ble for providing family planning services in each of the experi- 
‘mental villages: 1) the Family Health Worker (FHW), inecharge of 
‘the village sub-center, and 2) a Male Family Planning Worker (FPW) 
responsible for educating the men of four village commmities 
about the different aspects of family planning. The FPW also 
assists the FHWs in the organization and delivery of family plenn- 
ing services. FHWs are supervised by the medical care team - 
Family Health Supervisors, Public Health Nurses and Physician - 
while FPWs work under the supervision of a Social Scientist. 


Characteristics of the RHRC Fs: 


The RHRC approach to family planning has essentially been a 


low-key approach based upon individual contactse A potential acceptor 


43 offered a choice of several FP. methods ond their advantages, 
disadvantages and side effects are discussede No pressure tactics 
and no money incentives, either to the accepvor or to the moti- 
vators, are used to promote family planning. No targets are 
assigned to FHWs and FPWs nor are campaigns held, Proper screening 
and followup are our two most essential ingredients of the low-key 
approach. Suggestions for adopting a method other than the one 


initially chosen by the acceptor are made only under specific 
medical and social conditionse For instzrnee acceptors who do not 
have at least two sons are discouraged from getting sterilized, 
This decision was based upon the findings cf our bascline survey 
on attitudes and beliefs towards family size which revealed that 
there was an Overwhelming preference for at least two SONSe 
Similarly because of early doubis about the reversibility of an 
injectable contraceptive (Depoprovera), acceptors in younger 
ages and/or low parity groups sre discouraged from using it 
either for spacing or for limitation, 


Family Planning Methods 


} The contraceptive methods available to all potential 
acceptors include disposable condoms; foam tablets; diaphragm and 
spermicidal cream; pills; injecteble depo-provera; intrauterine 
contraceptive devices (Lippes Loop 27.5 mm and Narangwal !Taviti!t 
IUCD); and sterilization of both males and femalese Acceptors 
opting for permanent methods are referred to cooperating hospitals 
at the district headquarters for operations. 


Followup of Family Planning Acceptors 


Schedules for followup visits by the FHW vary according 
to method as follows; : 


4) IUCGD - Followip at one week post insertion, one month 
post-insertion, three months post~insertion and there- 
after at intervals of four months coordinated with the 
Fertility Surveye At each visit an enquiry is made 
whether the patient can still feel the loop in position 
and whether or not there are any cramps or bleeding. 


2) Pills - Followip at monthly intervals for three months 
and thereafter every two months at the time of the 
Fertility Survey. Two months supply are dispensed at 
a time and enquiry is mde avout the woman's Mensese 


3) Depo-provera: Monthly followup for three months and 
then every three months thereafter at the time of 
repeating the injection (in the clinic). In addition 
enquiry into menstrual history is made at the time of 
the Fertility Survey. Estrogen tablets are dispensed 
on either of these occasions to be used to induce 
monthly withdrawl bleeding. 


4) Conventional Contraceptives: Two monthly followup and 
enquiry are made at the time or the fertility Surveye 


Supplies are dispensed at that time by the FEW, Altere 
natively the PPW gives supplies on his routine Visitse 


mT, 


5) Sterilization: Post operatively, when the patient: 
returns to the village, frequent visits are made and 
dressings changed until the wound is healed. 


PART IT: FAMILY PLANNING ACCEPTANCE AND PRACTICE : 


- 


| Family planning services were introduced in the various 
cells of the project according to the schedule. presented in Table 
Tete In all villages the health service package (WS, CC, or WS+Cd) 
had been in existence for several months or (in the case of CC) 
years before FP services begene Until January 1972 FHWs and FPWs 
were instructed to introduce the subject of family planning in the 
course of their routine work, using their own judgement as to the 
appropriate time to bring it up for discussion. Certain points 

in the reproductive cycle were emphasized, particularly the time 
before and after delivery. In January 1972 this intuitive approach 
was replaced by an attempt to systematically identify points in 
the FHW's practice of maternal and child care at which the subject 
of family planning should be raised (See chapter 4 for details). 


Table 1¢2 shows the total number of acceptors, drop outs 
and practitioners ,of family planning upto March 31, 1972 in each 
village. Fig, teic 101k summarizes in bar graph form the number of 
individuals accepting or using FP after starting RHRC FP service 
in each villages 


Because of variation in the time at which services were 
introduced, it is important to take the duration of services into 
account, Figure 1e2 shows the increase in percent practitioners 
over a period of time. Figure 103 compares the COtWStFP cell 
(Pakhowal) with the WS+FP cell (Maloud) in respect to both accept 
ance and practice for the full time in waich FP services have been 
in effect. There is greater acceptance and practice, at any given 
time, in the WS only cell, although this difference is not large. 
tn the case of WS only, functional analysis has shown that a much 
larger proportion of time is devoted to FP, 4ilso during baseline 
altitudinal surveys the WS only villages had a larger number of 
women favourable to FePe In any event, the difference in FP 
practi¢e between CGHWS and WS alone at 39 months is not great = 
29% versus 33% respectively. There is a definite tendency for 
the increase in practitioners to level off at a out 15 months, 
while overall acceptance continues to rise - in other words drop 
outs are roughly equal to new acceptors. This suggests possibly 
that spontaneous demand for FP services has been satiated at this 
point. Long term analysis of these trends will be required to 
see whether the programs offered can produce a further increase 
in demand over a five year poriod. 
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DATE FAMILY PLANNING SERVICES WERE INTRODUCED INTO RERC Vd iS AIUD. DURATION 
| OF THESE TO MARCH 4972 


Date of intro Duration of WeP: 
ducing FeP, services(in nonths 


Averece 
dura tion 


= 35.00 


Average 
duration 
=3300 ‘ 


Average 
duration 
i 27 
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Table 1e2 


ELIGIBLE COUPLES, ACCEPTORS, TOTAL ACCEPTANCE, DROP-OUTS, CHANGE AND PRACTITIONERS OF FP METHODS IN RERG 
EXPERIMENTAL VILLAGES ( ANALYSIS UPTO 31ST MARCH 1972 ) 


Village Nosof. Total Total Drop- Change Practitioners 
eligible Nosof acceptance outs of method % out of b)(% out of a) 
couples Acceptors 


COLWStFP(Pakhowal Arca 


Ballowal 194 84 98 hy, 37 37 37 
(4108) s Rae (4409) (1703) (378) (1901) 
Chozzinda 221 106 123 42 46 65 65 
(1769) (3401) (4320) (5208) (De4 
Dhaipee 2L9 134 470 ie ie) 36 99 99 
(5308) (2096) (212) (58e2 (3908) 
Dolon Kalan 225 76 90 16 14 60 60 
a Eade) (1708) (1506) (6647) (267) 
TOTAL 889 397 484 Acre 83 261 264 
(A407) (2805) Gere (5403) (29e4) 
FP(Maloud 
Chomon 185 ne 90 25 6 59 59 
(4406) (2768) (607) (6546) (3109) 
Sekha 175 86 105 29 14 62 62 
(49e1) (2706) (1303) (B9e1) ~ (3504 
Uksiedhdhal 342 118 143 35 22 86 86 
(37.8) (2405) (1504) (6001) (2746) 
Kishanpura 108 64 Th 11 10 53 53 
(5902) | (1409) (1305) (7106) (49e1) 
TOTAL wate {5% 345 Ata 400 BRO 260 200 
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Table 1.2 = continued 


Village (a) (>) (c) (da) (c) (f) (g) 

COLFP 

Mansuran 333 417 431 20 71 100 400 

| (3501) (1B) (Se4) (7663) (3020) 

Rattan 85 34 40 1 3 26 26 
(4000) (275) (7.5) (65 0) (3006) 

Saya 249 89 400 22 11 67 67 
(3507) (2200) (1120) (67.0) (2609 

TOTAL 667 240 277 33 25 493 193 
(3640) (1906) (992) grey (2829) 

FOR ALL 

VILLAGES 2336 982 1164 290 460 714 714 
(4200) (2409 (1307) (6103) (307) 

of 


Note: For b and g percentages are calculated out/a (Total Noe of eligible couples). 


For d and e percentages are calculated out of c(Total aceeptance)e 


Figure 1.1 (2) 
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There is considerable difference in the level of family phere 
planning acceptance between villages in the same cohort, much greater) _ 
than the difference between cohorts. Figures 1.4 to 1.14 show the _ 
monthly increments in acceptance and practice by villages. These 
differences have been shown to correlate significantly with initial 
levels of acceptance and turnover rates of FHWs. Other variables tha 
might account for village difference are being studied. : 


_ Very few eligible couples received family planning assistance 
Outside of RHRC sub-centers as can be seen in Table 1.3. Table 1.4 
and Figure 1.15 summarize acceptance and practice rates among 982 
couples accepting 1164 different family planning methods. Condoms were 
the most popular method, with’ Depo-Provera injections, second, and oral 
pills last. Drop outs and change of method were high for both pills 
and injections. Drop outs among loop users were rather low (15% 
dropped out and 16% changed methods). | 


Table 1.5, 1.6, 1-7 and 1.8 list the reasons for drop outs 
from the various methods. Of the total Depo-provera acceptors, 48.7% 
stopped. The main reason (39.3% of the total response) for drop-out 
was excessive bleeding, while 12.0% of the acceptors wanted to use 
some permanent methodse Ammenorhea was observed in 9.4% of the cases 
and 11(8.6%) of the users who dropped did not specify any reasons. 


Of the 420 condom acceptors, 182(43.3%) either completely 
dropped or changed to other family planning methods. The two most 
important reasons are that either the wife became pregnant or they 
wanted to have a more reliable method. ‘Forty four (26.8%) of the 
women conceived, the reason may be irregular use or the failure of 
method. Seventeen (9.4%) did not specify any reason either for drop-out 
or changee a 


: In all, 115 people accepted oral pilis in RHRC villages, the 
majority (60 acceptors) were from the Pakhowal area. Of the todtal acceptors 
90 (78.3%) stopped the usee The proportion of acceptors who dropped 

out in Pakhowal and Malaud area is almost the same. Twelve (16.7%) acceptors 
dropped because they wanted to have another child. Eleven (15.3%) 
discontinued because they became pregnant and an equal number could not 

be followed, mainly because they left the areas Bleeding as a reason 

for drop-out was only in 11.1% of the users. 


6f the total 982 acceptors, 167 accepted loop either to space 
the birth of their children or to limit their family size. Of the total 
acceptors 31.1% dropped out. ‘Spontaneous expulsion (52.3% of drop outs) 
is the most important reason for dropout. 29.5% of the accept ors dropped 
out because of excessive bleeding. Bight (15.4%) acceptors did not 
specify any reason for drop-out or change. Table 1.8 shows reasons for 
drop-out or changee The loop as a contraceptive device is almost equally 
popular in CC+WS+FP and WStFP cells (Table Lehre 
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Table ‘showing utilization of other than RHRC sub=centers for 
family planning services, after starting FePescrvices in the 
Villages ( Analysis upto 31st March 1972). 
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Table 104 
Acceptance, practice, drop out and change of FePemethods in. RHRC experimental © 
villages (Analysis upto 34st March 1972) 
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A Stands'for Acceptance (ever use} - For acceptance (A) percentages are calculated out of e! 
D® Drop out (Currently married between 15=49 years) 

Gg" " Change of methods 

Pp” " Practice (Current use) For drop-out change and practice (D,C and P) percentage 
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Table 105 ae 


Table showing reasons for dropeouts and change of method(Analysis-upto 
31st March, 1972) 


METHOD = INJECTION 


-_ 


Reasons Pakhowal . Maloud | Nut. : Total 
CCOEWS+FP) ((WStFP) |(COHNS+HFP)| (llop 7 


1e ‘Excessive bleeding 20 2 5 

2e Changed to permanent methods 4 5 2 snes 
30 smmenorhea 1 10 0 41 
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6s Pregnancy - 3 0 3 
7e Wented another child 2 “So 0 3 
Se Wrong LetePs f. : 0 OC ; 

Qe Husband objected 3 0 0 oe 
40« Husband/wife expired 1 1 O 2( 
41» Illness of child in the fani 1 4 0 2 (107 
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Table showing reasons for dr petit, 
upto 31st Mardn 


METHOD 


Reasons 
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5e Never used 

6e Already pregnant 

7e GyNe problems 

Se Sexual interference 

9. Difficulty in disposal 

JOeHusband believes wife cannot 
conceive 

11Menopatise 

42eDisapproval by husband 

136 Wife expired 

44¢Religious beliefs 

15~¢Anenorhea 

46eMenstrual trouble 

17e*Hot? feeling 

{SeAlready FePeacceptor 

19eReasons not specified 


—— 


Total acceptors 


Total drop or change 


Note: Percentages in brackets, 


172) 
= conn 
| Pakhowal | Maloud 
i COFWS+EP )\( WS+FP) 
| | 
| 2h es 

16 114 
ae Fe 
5 
11 0 
5 6) 
1 1 
0 2 
0 1 
0 a 
1 0 
0 2 
1 0 
1 0 
1 0 
© 1 
6) 0 
0 1 
L, 6 
465 131 
88 


Nut 


To 


( CGOHNS+FE*, 


pa § 


O-w*O-+FO PT) AW WMN 


“IS O0O000-4 


Lh, 
33 
28 


and change-of method (snalysis 


tal 


£051 


on 
17o4 


: 


Table 467 ed 


Table showing reasons for 2 ee and change of methods 
( Analysis upto 318% March 1972) 


METHOD = ORAL PILLS 


Reasons Pakhowal |Maloud | Nute Total 


(COFWSHFP)| ( WS+FP) ( CORNSHFP) 
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Re Became prégnant 9 0 2 41(1503 
3e loss of followup 7 2 sy 1Ci5a8 
he Bleeding , 4, 3 | 8 (11e1 
5e Giddiness/Nausee 2 0 3 5 ( 6e9 
6e Changed to permanent or more | 9 0 : L. ( 5e6 
reliable methods.» : 
Te Difficult to take pills daily} 3 ‘ 0 4 (506) 
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Table showing reasons for drop-out and change of method 
{analysis upto 34st March 1972) 


METHOD = LOOP 
ee 


ee 


Reasons Pakchowal isaloud lut Total 
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1 Spontaneous expulsion 47. toe. 26a 
2e Excessive bleeding S 5 0 ——- 13( 25) 
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Table 4095 1610 and 140141 examine the distribution of 
acceptors by the number of living children or songs In Table 109 
all acceptors are grouped by number of living children and compared 
with a’ similar distribution of all eligible couples, Table A 
separates the acceptors in each group by methods accepted. Th 
ilistrates the variation’ in method accepted depending on the eee: 
of living children present in the family. Condos are obviously 
More popular among families with few childrcny while the other methodg 
assume More importance aftertwo or three children, Table 1,11 is 
identifal to 1010 except that acceptors are distributed ue number of 
living sOnsSe 


No difference was notec between castes in the percent 
that became acceptors, 


Periodically we carry cout repeatibility tests on the 
information of family planning acceptors submitted to us by our 
workerse Two repeatibility tests performed in 1971 showed tact the 
information was $9e0%. and 90e4% repeatibles In early 1972 instances 
of fabrication of data in one of the experinental villages became 
knowNe Consequently 100% of the "acceptors" in that village were 
checked and 50% of the acceptors in the remsining villages ve € 
similarly interviewed and examined. For ell methods except condang 
repeatibility was 100% in all villages aside from the one in which 
there was kmown to have been fabrication. Validation of "Practice® 
among condom users was slightl y less then 75% when checked with one 
of the partnerse Past experience has led us to believe that ith the 
percentage will be increased by at least 40% when we check with 
other partnere 
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Table 4 a9 


Percentage distribution of eligible couples in total 
population end smong family planning acceptors by the 
number of living children 
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Table 1210 


Classification of the acceptors by the number of children they have at the 
time of first acceptanccée 
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Table 11 AD 


Classification of acceptors by the number of living sons(At 


the tine of 
first acceptance-4nalysis upto 31st March 1972) 


No,of | 
Living Fomily Planning Methods | 
sons Cg | Injection| Orel Pills) uVasy TED. Total 


th 


Tilia tina li 
Se0 770 


he) 


Ww 


~~ 


Wr 


3 
Tnformation 


Hot ge 
able 


Date of 

accept~ 40 

ance nov Pee) (4505) ee 7 
known 


6 / A 4 / 
av Poe. lt ee) 
ie (3, 22.96 hod $42 6.3) M00: 


os... 
CHAPTER TWO 


STUDIES OF VITAL EVENTS AND REPRODUCTIVE PATTERNS 


Summary 


Te Vital Statistics for the years 1969, 1970 and 1971 are 
presented from a total population of 28950 persons (1971-72 repeat 
census). Detailed analysis of this census will not be completed until 
September’ 1972, so that age specific fertility rates, etc, have not 
-yet been calculated. 


26e Data on vital events were gathered from 3 primary sources; 
project vital statistics investigaters, project family health workers 
(aNMs) and village chowkidars records. They were supplemented by 
information from the fertility survey, deaths recorded in chiidren 
born in {969 or later, and morbidity survey forms, The relative 
efficiency of the 3 primary sources of information gathering is 
compared. | 


Je A crude-birth rate of 32/1000 is reported, a crude ceath rate 
of 1225/1000, and a still birth rate of 56/40C0 for both sexes. Four 
percent of children die within the first week of life, 520% before 

4 month, and 11% before completing the first year 


he Births to mothers rot nommally residing in the study 
villages (incoming birtns) comorised 26%, 28.7%, 23.8% of all live 
births in 1969, 1970 and 1971. 


 5e Seasonality of combined data for 3 years showed September as 
- the peak month for births, with a majority occuring each year between 


June and November, corresponding wit. conception teking place from 
September to February. : 


Ge Preponderance of male births for vune 3 calendar years 

(142005 to 100) suggested under ropor ting of femele births especially 
in parities 1 to 3, (International. exoorience shows a wale preponder~ 
ance of 105 to 107 maie to !00 female birvis)» 


Te Distribution of births according to mother’s parity end age 
has been calculated, A slight reduction yas observed for the three 
years in the distribution of births by age and peritv to mothers over 
35 years of age, and to 4th para and arcves 


Se Data on 529 marriages taking place between October 1970 and 
December 1971 showed that brides marry at a higher ege (19625 years) 
than for all India, bridegroams wean age at marriage was 2i075. The 
age difference was almost one half of that reported for average Indian 
couples. In 70% of marriages brides are sought from villages within 
a 15 miles radius. 
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9° Duration of p.~>_.tum amenorrhoca investigated in 707 women 
for whom completed duration of amenorrhoea were available showed that 
following live births, amenorrhoca persisted for 183.9 days, for 
10304 days after stillbirth, for 84.9 days after abortion, ‘he 
duration was considerably longer emong scheduled caste women (cef. 
17176 days for Jats, 220e27 days for scheduled castes). 


10. Maternal heights in women over 20 years were available in 
2722 women, Jat women, who belong to a higher socioeconomic and 


possibly to a different ethnic group than Ramdasia wollen, are taller 


on the average by a little over 2 omse (cofe 156¢3 cms: 15403 cise). 


Tie Duration of gestation; Among 890 completed pregnancies in 
which the date of the last menstrual period was recorded (prospective 
Fertility Survey), 22.7% terminated before the 37th weeke No caste 
difference was showne 


120 Birth weight by gestational period: For each week of 
colpleted gestation beyond 37 weeks mean birth weights were greater 
than 2e75 kge <A significant increase in the incidence of birth 
weights below 2500 gMse was shown among Ramdasia motherse During 
a six month period in which 90% recording of all birth weights was 
achieved weights below 2500 gmse wore observed in 22% of babies, 


136 Causation of perinatal death. IEnguiry into 117 perinatal 
deaths established a probable cause in 103. Prematurity was asso 
ciated in 44% and the chief cause in 17%, traumatic breech delivery 
41%, intrauterine asphyxia following the use of Pituitrin in labour 
by local private practitioners 8%, and deaths following aspiration of 
spoon fed milk 8% (17% of all deaths in the first week of life) were 
shown to be the 4 chief causes of perinatal mortalitye 


Vital Statistics Sources and Data 


Main Sources: 


Thore are throe main sources through which data on births 
and deaths in study villages are obtained: 


1) The Vital Statistics Investigator (VSI) visits about 
5e@6 villages once every two weeks and contacts about 
42 individuals in each village to learn about the 
vital events which took place since his last visite 
The village barber, shopkeeper, teacher, elderly persons 
of the village are some of these “informants". 


2) The family health worker (FHW) reports births and 
deaths and has access to the longitudinal fertility 
data which she collects by visiting ali cligible 
women in the village Once in two monthse (This source 
of course is not available in villages where there 
are no services, isee the controls.) 
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3) The third main source is the traditional chowkider 
records, The chowkidar is required to report all births 
and deaths which occur in the village irrespective of 
the normal place of residence, This source does not 
include births to residents of the village which occur 
outside the village. 


Subsidiary Sources: 


. The three main sources Mentioned above were not able to cover 
all events. The birth data of 1969 and 1970 indicated that the degree 
of coverage was not satisfactory especially with respect to resident 
births occuring outside the study area. This led us to examine the 
capabilities of other sources to improve the coverage of birthse To 
accomplish this, three such sources, referred to hereaiter as subsi- 
diary sources, were used» 


1. Birbkh Prospect Cards 


The purpose of this card is to remind people concerned 
with VeSe data completeness about the ouvccte of a 
pregnancy conceived a few months eariier. The information 
required on this card is available on the longitudinal 
fertility form. Identification details, date of prege 
nancy, expected date of delivery are some or the itels 

the birth prospect card contains, The card is made as 
soon as a pregnancy is suspected or confirmed for a 
wotlane After the expected date of birth, usually 9 months 


from IMP, a search is made in the V.S- birth forms for the 


anticipated birth, When such a birth is not recorded 

in VeSe, it is usually referred to the original fertility 
form of the mother for possible explanation as to what 
happened to that termination. If a women goes for 
delivery to a place outside the study area the inform- 
_ation confirming the birth is obteined from other 
family members in the villagee The confirmasion under 
some circumstances even waits until the mother comes 

back to the village after 2 few months, This source is 
used to update the birth daba on a continvous basics 


2, VeSe Death Forms of Young Childvens 


The vital statistica death forms available for young 
children form another source to improve the coverage 
of birthse This informaticn is treated only as a clue 
and information on mother's length of stey in the study 
area etc, are used to confirm the birti- 
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3e Morbidity Survey Forms: 


In villages where morbidity data is being collected on 

children under 3 years of age, (Nut project villages 

only) the birth dates available on the morbidity forms 

are used to check the birth reporting in VS. systen. 

' 
On the basis of the information thus provided by the three ne 

subsidiary sources mentioned above, birth forms are created, The 
required information, as much as possible, is compiled from available 
surveys on motherse 4 


Local, Incoming and Outgoing Events: 


Births occuring in the study area to mothers who are resi-~ 
dents of the study area are termed as Local (L) births. Births 
occuring in study area to mothers whose normal place of residence 
is outside the study area are called Incoming (I) births. If mothers 
whose normal place of residence is the study area go outside the study 
area and give birth, these are called Outgoing (0) births. About 
20% of women return to their maternal home for delivery, leading to 
large numbers of "Incoming" and "Outgoing" births. 


Likewise deaths of new borns and infants are also labelled 
Local, Incoming and Outgoing depending on the place of occurrence and 
normal place of residences 


Obviously (It+0) events form the numerator of resident birth 
or death rate which is our present interest. The rate with (I+I) 


events in the numerator is comparable to the registered birth or death 


rate usually computed from chowkidar's records. , 


Relative Efficiencies of Different Sources in Coverage of Births: 


In Table 261, (It0) live births are considered to evaluate 
different sources of birth datae A substantial number of events were 
uncovered by the subsidiary sources in the years 1969 and 1970. In 
4971, 769 percent of the events were uncovered by the subsidiary 
sources as against 21.1 and 15.0 percent in 1969 anc 1970 respectivelye 
This could be due to the fact that in 1971 more events, as compared 
to earlier years, were picked up by the FHW, which otherwise would 
have been covered by the subsidiary sources. It is also possible 
that more events of 1971 may be uncovered in the months to colle 
because the subsidiary sources, as discussed earlier, operate with 
a time lage OGhowkidar's performance is more or less at the same 
level as far as live births to residents are concerned, while VSI 
had shown improvement in 1971. 


All the three main sources together had recorded 7&9, 8540 
and 921 percent of the live births to residents in the years 1969, 
4970 and 1971 respectively 


Table 21 : .. 


Relative @ificiemies of different sources in covering(I#0)live births, 


Source Percentage of (140) live births reported 

vsI 1 Wer)... 1597 (786) 8501 
Chowkidar (588) 65,8 (614) 665 
FHW (431) (539) 5843 
Subsidiary 

goure 6s (434) ( 73) Teo 


(394) 100.0 (924) 400.0 


Note: Values in parentheskg are absolute numbers: 
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It may be worth mentioning again thet due to tine=lag involved 
in coverage of events by subsidiary sources, birth data is subject to 
a conbinuous updating procedure. : 


Live Births Reported by Different Sources, 1969=714; 


Live births classificd as (I+0) end (I) are presented 
according to source for the years 1969, 70 & 71 in Tablo 262. (ne 
striking feature of thig table is that the FHW has been catching 
up over the yearss It may be noted tho FHW was hardly operating 
as-a source in 1969 and it was only towards the end of 1969 that 
this was included as one of the sources for birth date collection. 
The increased coverage by the FHW over the years is evident fron 
the fact that events commonly reported by VSI and chowkidar, both 
in (L+0) and (I) groups, were decreasing over the years while events 
common to VSI, chowkidar and FHW were increasing. | 


The incoming live births constituted 2620, 287 and 288 


percent of all live births in 1969, 1970 snd 1971 respectively. 


Seasonality of live births; 


Live births to residents are presented in Table 2.3 by 
month of occurrence in each of the years 1969, 70 & 71e A majority 
of the births (57-60 percent) occurred during the six months period 
June — November with the corresponding conceptions taking place in 
months September~February. 


From the combined data of 196971, it appears that the 
peak month for occurrence of births is September, 


Incoming births were deliberately excluded from this 
table because it was feared that 'true! seasonality of births would ‘4¥ 
be clouded by factors such as convenience, in certain months, for ee ge 
women to travel to parents! place for delivery, vacation tine, V 


harvest time, etc. 


Sex Ratio at Births 


Distribution of Male and female live births and the corrcse 
ponding sex ratio are presented for cach parity and mother's age 
group in Tables 204 and 265 The sex ratio at birth (males per 109 
females) showed wide fluctuations by parity as well as by age of 
mother in all the three years 196971. The overall sex ratio is 
12601 in 1969, 11266 in 1970 and 123.7 in 1971 giving a value of 
120e5 for the pooled data for the three calendar yearse ‘Though one 
is hesitant-to comment on the fluctuations in sex ratio by parity 
because of small numbers in each calendar year, it is obvious from 
the data pooled over the three years in Table 2,4 that.fomale-births 
especially of parities 1~3 are under-reported, International 
experience shows that the sex ratio at birth veries usually between 
405 and 107 males per 100 fomalcse 
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Table 2 


live births reported by different sources. 


Main sources (L40) Births (D Births 

cae ee 1969 1970 1971 1969 1970 1971 
eee. 117 104 12: 21 28 22 
Chow. 37 = ; g Page 9 L 
FH, : 0) 35 aL. 1 > | 
VSI,Chow Ad 202 163 207 WA 2 8] 
VSI,FHW 3 35 72 ; 13 16 
Chow, FHW 3 25 33 0 40 * 
VSI,Chow,FHW 13 - 336 410 ze) 12.7 240 
Total 644 7EO .. $54 ead be 356 366 
(Main sources) | 

Sub, soure 2% | 

Birth Prospect Card 32 to 59 3 /. aot 
Morbidity survey 135 53 4 7 3 4 
Ve5~-Death forms 5 6 2 1 ©) 4 
Total 172 134 73 11 4 S 
(Sub sources) 

Total 816 894 92, 286 aN 374, 


(All sources) 
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Table 2.3 
eet 
Distribution of live births to residents (1+0) by month and year of birth 
nt cnr atc 
Month Year 


1970 74 

Number 7 of 
Jan, Bp Gi), Teh 
Bebe Bie el ex 
Mar, 62 649 6.2 
Apr. Se ean ey Get 
May 67 725 Te 
June SO 809 903 
July 75 Sed, Jed 
aug. 116 1390 926 
Sep, 1G 142 1164 
Oot. 85945 1042 
Nov. 12 Be el 
Dec, Th oe. PR) 
Not known 2 Oye Oe2 
Totals: 39), 400.0 924 100.0 2634 100.0 
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= Sex ratio of live births to residents(L40) by parity 


tic ® Oe ee aa eee : pater vy hag ant Saat a 
Farity} Male Female Sex Ratio | Male Female Sex Ration Male fumaie Sex Ratio | Male Female Sex Katio 
1 | 43 39 11063 Ta 14501 

Aaa! BT oy 46 123.9 83, 6 138.3 

3 48 33 14595 Bis 6 4hdig 6 

fe 45 20 22540 serra 10.05 

5 27 33 $4.8 AS ane) 88.49 

6 30 a4 142-9 ‘Ao hime) 17540 

7 17 17 100.0 a Sadie nace 

8 + 28 29 96,6 2 28 7104 . 17 19 8945 i ed A 655 
Not $159 422 130.3 AA LD 89,1 pn Die 1645 229 206 11142 
knowh 

Total | 454 360 42691 IS ADD 11206 B11 ld ARB 1438 1193 12.5 
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% Notes 2 live births in 1969 and j Live birth in 1970 with sex not specified are excluded from this table, 


Sex ratio’ : Males per {00 femalss,— 
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20—24, 140 400 140.0 4134 147,48 AGS. 390 140.9 
25m 428 90 A292 140 1Deo1 305 323 122.3 
30=34 GE 267 10165 87 O7el 24S 247 99.6 
3 5me39 De: Fe AD 750 39 12596 432 116 1136€ 
Lomb A, 14, 5 280.0 14 Mead 38 33 11502 
ALO 5 3 466,7 1 100,0 6 5 12.0 
HOt ae é 0 a0 eae 20040 
Ce Laat. 36 26 1335 6 100.0 Lg 4A 11761 
otal 15 360 12661 413 LO eS BAe 143 12307 «= | 1438 1193 1M 05 
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Jote: 2 live births in 1969 and 4 live birth in 1970 with sex not specified are excluded from this table, 
Sex ratio: ; Males per 100 females 
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Distribution of Annual Births by Parity and Age of Mother; 


The total number of live births which occurred to resi 

: 8 whi 2sidents 
are 816 in 1969; 894 in 1970 and 924 in 1971. Distributions of these 
births by parity and age of mother are presented in Tables 2.6~2e8. 


In 1969 for a considerable proportion, naticl ° 
of the total live births to residents erie eas ee 
percentage dropped to 9e8 in 1970 and 7.3 in 1971. Such improvement 
in the information on parity was possible by periodic scrutiny of 
birth forms and utilization of baseline data on pregnancy history of 
women, the collection of which started towards the end of 1969. 


Data on age of mother was missing in 7.8 percent of all live 
births in 1969, 1e& percent in 1970 and 1.3 percent in 1971. 


Some Statistics Based on ity Grids of dannusl Birthe: 


Although it is customary to compute statistics based on age 
parity grids one must be aware of the pitfalls in using them to study 
time trends. Mean, medign and proportion of births in each parity 
group and age group of mother were computed and are presented in 
Table 249. ‘The mean parity or all births is 3.92 for 1969, 331 for 
1970 and 3.31 for 1971. The mean ages of mecther for the three 
calendar years are 27059, 2808 and 27.45. 


In 1969, 1304 percent cf the births occurred to mothers aged 
35 years and over and this percentage dropped to 3.7 in 1970 and 2-64 
in 1971. 


In 1969 and 1970 about 50 percent of all births were of Ath 
para or above while only about 40 percort constituted these high 
parities in 1971. | 


Gonventional Indices of Fertility: - 


; In order to compute indices of fertility, married women and: 
a11 women in reproductive ages and the total population were estimated, 
The estimetions were based on a population count made in the study 
area in 1969 and on the updating operation done in 1971. 


The total population of the study area is estimated as 28950 
persons in 1971- This yields a crude birth rate of 3200—4 =From 
table 2.10 it can be seen that the General Fertility Rate (with women 
aged 15=4/, in the denominator) for 1971 is 162 and the Marival 
Fertility Rate is 212.9. 


One obvious question from the above findings is "Is the 
fertility of women in the study villages lower than the all-India | 20 6, 
level"? If we take the Crude Birth Rate of India as 40.0, the Ce BeRs 
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Distribution of birthg to residents (140) by parity and mother's age, 1979 


Parity 


6 


Not known 


’ 
J 


Se . a P ip £3 a 


APPT TENS tab SC al oo asl ons. c 


aa (ial all 
» ~. a, . ‘ oy 
: . + =” de ie 
a Le ~p Wieta. si: ba 5 WAP ASE 


S ; atl Meas ht a mag ee ee Serer envy 


de ee 
~Y 


we me | eee By <7 Pa ae - 


: i 
aN iar ae . 


atl, + oleate ag Pe ga 0 
f hint" 


Table 2-3 


Distribution of Births to residents (140) by parity and mother's age 


Parity 

Age of hare 3 4, 5 6 7 St 
mothers 

fis 0.70 0 ©) 0 O 0 0 
15819 eR Se * 0 0 0 0 0 
ee ee ae ore eo eo 
25m29 12 5D. Tee 60 a “ 0 1 
3003.4, Me 18 39 49 35 13 6 
35—39 O fe 4 11 12 16 18 18 
[Duns Oo 0 1 4 2 3 2 10 
L5wel9 oO 6 0 0 0 0 0 1 
504 0 . 0 0 0 0 0 0 
Not known |O 1 0 0 0 0 0 0 
Totals 180 18 148 12 #90 62 36 36 
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Some btatistics computed from distribution of anmal births to tev idoute (10) by parity & age of mother 


Age group | Mean Parity Median Parity | Pmoportion of Surulative proportion of 
of mother Births in age | births beyond and inclu/- 
| group | “ing age group 
9969 1970 1971 [19 197 1971 (196 197 1972) 1969 1970 1971 

£15 1g ice ~ 05 = 7 19001. 4056 = 050 | 1,000 1,000 1,000 
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Proportion of births Curm,proportion of 
with pre births beyondé&ine luding 
parity , 
ca 98 90 iad 085 1071 | a9) 997 ae 


at oe ee 2210 1e000 1,000 1,000 
e193 wite e216 | 06846 02845 0-790 
gioe el/1 elle 04653 0,668 Oe 574. 
e122 2165 e140 0-501 0,497 0,401 
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Crude Birth Rate, General Fertility Rate and Marital Fertility Rete 
for Study area, 1971: based on (140) births 


Age group. 411 ages 
‘Smells 1 me h9 

No, of women 5093 6143 

Nog of married women 4331 4719 | 

Total Pope(all ages 28950 

Nogof (Lt0)live births 51971 : 

(including age not known 922 92h, 

No,of births per 4000 wanen | 

(General Fertility Rate) 46240 1 Ded, 

No,of births per 1000 marrici| ; ee 

women(marital Fertility Rate) ate | 19508 

Births per 1000 p»plation i | 

(Crude Birth Rate) | 3240 


j -s47 » 
of our study area is lower than that of India by 2y iets 
the Marital Fertility Rate of India as 223, we ses * Peas Taking 
study area is about 4.5 percent lower than that of ; rate for the 
indices of fertility, crude birth rate and marital fer sapere two 
provide different pictures because of the fact that there Y rate, 
180 married women in the age group 1584/4 for every 1005 Pies about 
in India whereas there are only 150 married woken in POP ce 
in the study area, 8° BrOUp 1344, 
| 


if we believe that female births were mi aA 
statistics data collection, on the basis of an gies ae 
at birth of 120 males per 100 females while international experiel 
shows the range of the sex ratio at birth is 105=107 and adjust = 
total number of births accordingly, the total number of births foe 
the study area will increase by 5=6 percent. 2 

An investigation into the difference in fertility between. 
the study area and India as a whole is presently being conducted and 
more will be known after appropriate age=Marital status adjustments 
are effected, | \ 


Death Rates; 


Total number of deaths to residents reported by the main 
sources and subsidiary sourcés are 376 in 1969, 390 in 1970 and 362 
in 1971 With a total population for 1971 estimated at 28.950 
persons the resident Crude Death Rate for 197148 425 per 41000 
population, 


Other death rates nailely Perinatal Death Rate, Neonatal 
Death Rate, Infant Mortality Rate are presented for the three years 
1969—71 in Table 2.11. If still births are excluded from Perinstal 
Death Rates for both sexes in 1971, it can be seen that about 
4 percent of children born alive die during the first week of life, 
De6 percent before one month and sbout 71 percent before one year of 
lifes The infant mortality rate among females (128.3) is higher 
than among males (95,9). It may not bs wise to comment on these 
levels until a careful look is taken at the differential reporting 
by sex of live births and of infent deaths. It may be recalled 
the sex ratio at birth was too much in favour of males in this 
study area as compared to international experiences 


Still births in 1974 was about 5.9 percent among males, 
De3 percent among females and 5.6 percent for both sexes, Tie 
still birth rate agrees with the international experience, 


Marriages in the Study Area; 


Collection of data on marriages in the study villages began 
in October 1970. A total of 529 marriages took place between 


— SZ 


ee ay 
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1969 197% 
le Fenale Total Male Female Total 
Perinatal Death A3s>4 36.3 hss 
Rate {Ol % >: iy AC 6 Gh ky 
Neonatal Death Rat 485 6266 Boh - 5093 
9589 428.3 110.5 


Infant Mortality 
Rate 


Still Birth Rate 


Notes All rates in this table are per 1000 live births, 
Pesinelal Death Kale nC lircheo pl. be thy: 
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October 1970 and December .1974~¢ Distribution of these 529 marriages 
by age of bride and age of groom is presented in Table 2.12, The 
mean age of brides is 19e25 and the mean age of grooms is 21075. 
Girls in the study area Marry, on an average, at a higher age than 
girls of all India. Also the age difference between brides and grooms 
is almost one half of the usually known difference of average Indian 
couplese ) 


Percentage distributions of marriages by age of bride and of 
groom are sulMmarized in Table 2413 As many as 50 percent of the 
brides were in the age group 1820 years. About a:third of the 
grooms belonged to the age group 18-20 and another third to the group 
21—23 yearse z 


One common feature of marriages in the study area is that 
the bride and groom do not belong to the same villages, Brides are 
sought from other villages and the same is the case when brides 
are offered, In about 70 percent of the marriages brides are sought 
from or sent to villages which are within a radius of 15 milese 
Distribution of marriages by distance covered to seek brides is 
presented for major caste groups in Tahle 2.14. 
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Listribation of marriag s{Qt.19704Dec , 1971) by ages of bride & groom 
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table 1» ee 

Brides Groors A: 
Age group a ——- 
(Years ) Number Perce ent Gumigpercent); Nuasuber Pere ent Sun ypere ent 
$ | i 103 Ted | ° 020 O¢C 
| 5me'7 | - 2405 22,8 1 22 Die ho2 
18-20 209 5145 Teo 3 1 179 Bee BB a4, 
24423 101 1904 93.7 f 175 3365 M69 
hen 26 32 6.4 Se Pee : 423 23,5 95.4 
hee 29 0 0,0 99.8 ) 46 301 98,45 
30+ 7 i Ue dae Mire loler's } s 125 400.0 
Age not ; 


available fs ; 6 


Totals 
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Table 1, . 14 

Distribution of marriages (0c tb. 1970-Der. 1971 by caste and distance covered to seek a pride 
a : bie : a . sae 
Geste Upto 6=40 W915 | 16620 | 24025 | 26030 | 346035) 364401 LO4 Information | Total 
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CHAPTER THREE ~63- 


FUNCTIONAL ANALYSIS OF NARANGWAL SERVICES 


Summary 


15 Preliminary analysis of the first full years data represents 
progress during the past 12 months in the application of a methodology 
for work sampling health service activities. 4 coding format, permitting 
abstraction of data from service records (service record analysis) for 
processing by computer has been developed and pretested, The ground has 
also been prepared for certain household surveys (e€ege on use of other 
sources of medical care by the study population) and for a cost analysis 
Of the isevviceae eee. 2 2s to See ee es. 


Re 34,663 observations of FHWs on 283 full working days have been 
made in 1971 on the services in Pakhowal (WS+CGHFP) and Malaud villages 
(WStFP). Analysis of these observations made on the FHW is reported. ‘The 
report on other members of the health team and on staff interaction will 
be available within a few months, 


3e Although formal service record analysis is not yet on a working 
footing, analysis by hand sorting and recording has again been accomplish- 
sed in all Pakhowal and Malaud villages (gs during last year) for both 
womens and child care services, in the home and clinic, ever a 2 month 
period (November and December 197{) — and on all obstetric cases over a 

6 months period in these 8 sub-centers (July-December 1971). 


Current Status of the Functional Analysis 


One of the important components dof the research projects at 
Narangwal is the measurement and evaluation of the various service pro= 
grams being developed. The purposes of this measurement and evaluation 
are primarily two fold. tae 


1) To monitor the services quantitatively and qualitatively 
in order to permit them to be moulded into a pattern 
acceptable for routine replication by government health 
services, Of crucial importance in this exercise is the 
measurement of costs so that the most effective service 
at reasonable levels of expenditure can be evolved, 


2) To provide research data that will permit the linking of 
service inputs to the end results of the servicese 
Possible uses of the data will be in analyses that will 
attempt to define the important components of the 
services most closely linked to increases in acceptance 


of family planning. 
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Considerable progress during the past year has been made in by 
the development of measurement tools and the collection of datas Prom 
liminary analyses have been ¢garried out on some of the data and the 
resultant findings have beer! presented in other sections of this report 
and are summarized at the end of this chapter. ‘The specific methods 
used or proposed for generating the necessary information are (1) work. 
sampling of the health service activities, (2) abstracting data from 
subcenter records (service records), (3) household surveys to determine 
the extent of utilization of Nerangwal services in comparison with the 
use of other sources of health care, (4) abstracting expenditure data 
from administrative records to use in a cost analysis of the services, 
and (5) determining quantitatively and qualitatively the specific 
components of the services by means of observational check lists; ‘The 
current statyg-of each of these methods and their future applications 
will be pie summarized. 


Ze. Work ampling 


oe This has been the first method to be applied and was described 
extensively in the 1970-71 project report. Basically it involved the 
collection of detailed information about the activities of staff delivers 
ing health servicese Observers accompanied each worker throughout the 
working day and made instantaneous observations every two minutes, Data 
was collected for the entire year during 1971, generating 24 observation 
days for each staff member, scattered over all quarters of the year and 
sampling each day of the week cach quarter, <A tremendous volume of data 
has been produced and is currently being analyzed. Summary tabulations 
for the FH Ws in the two major population cohorts was available for this 
report and will be discussed. The preliminary enalysis of the remaining 
data should be finished during the summer of 1972. Work sampling has 
been suspended in 1972 except for the FPW. Observations of the latter 
will continue through June 1972. Additional work sampling will be carried 
out on a focused basis in the second half of 1972, cxamining specific 
areas of service activities which will have changed since 1971 or which 
need. more refined datas A Major work sampling of all service activities 
will be carried ovt near the final stages of the project if the current 
services are significantly modified. Otherwise focused work sampling 
mentioned above will continue for the remainder ef the project in co 
ordination with the Content Analysis describrd belowe 


2e Service Record Anaiysis 


A major source of information about the Narangwal services is 
just beginning to be tapped systematically. The records maintained by 
the FHW concerning the services delivered in each village are an impor= 
tant component of the functional enalysis as well as being an essential 
part of the direct service programe In this report and in last year ts 
report limited surveys of these records have yielded useful evaluation 
datae However the wajor effort during the psst year was the deve Lopnent 
of a coding format that would permit the abstracting of pertinent data 
from the records that could be placed on IBM cards and processed by a 


aenputers ‘This was accomplished, pretested, and staff hired bO-sdu “the 
actual coding, By mid summer 1972 data from severel villages ahold he 
ready for preliminary analysise It is hoped that a fairly rapid iurianes 
analysis of the data as it is generated will be useful for rmed4ate ; 
feedback to service staff to help guide their activities, The date 
abstracted from the service records includes the following: 3 


a) Summary identification and descriptive informaiion of 
each family and individual for whom services are provided, 


b) Selected items of interest for certain individuals such 
as dietary or obstetrical history. 


c) Details of each service contact including date. place, 
type, complaint, history, examination, treatment, advice, 
referral, drug costs, end the staff member providing the 
services 


The possibilities for analysis are both quantitative and 
qualitative, The volume of specific services provided to a cohort or 
to an individual can be as@ertained. The content of these services and 
their pattern over time can be defined. Examples of this ere given in 
chapter Four of this report. It will also be possible to analyze the 
delivery of care recorded in these records and compare it with the guide- 
lines of the standing orders for treatments and referrals, thus 
providing a measurement of quality of care and supervisione 


Recorded service information certainly represent the major 
services provided in the study villages. However, it definitely coes 
not include all contacts our staff have with villagers, A large smount 
of rapport making or sustaining contacts occur as well as unrecorded 
contacts in which service, advice or even treatment is given. Examples 
of the latter include advising a mother about her child when stopped in 
the lane during routine home visiting, or giving aspirin to a woman 
with a headache while busy with another patient in the clinic. These 
contacts may often be as important as more formal contacts, Because of 
this possibility, total contacts with individuals made by field svatf 
during observation days were recorded alongwith activity information 
by the work sampling observer, Table 3,1 compares the Major contacts 
recorded by the FHW with those observed to have occurred. ‘This quanti- 
fies the already known fact and shows that a considerable volume of 
contacts are not of the type that are currently recorded, With this 
knowledge it has become evident that much more detail about these extra 
contacts needs to be collected in future werk samplinge 


3. Household Surveys 


In previous surveys by RHRC in this area of Punjab it has 
been amply shown that villagers use multiple sources of medical caree 
In addition the Narangwal services have excluded certain segments ct 
the population (eseg. men) from its care and left some aspec us of health 
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TABLE 3a4 


COMPARISON OF FHW CONTACTS* RECORDED IN SERVICE RECORDS 
‘WITH CONTACTS OBSERVED DURING WORK SAMPLING. 


COs ORT 


TYPE OF SERVICE meecOC + WS + FP ome WS + FP : 

Recorded Observed - Recorded Observed 

Contacts Contacts Contacts Contacés 
Children's Services 0-2 years 20 5 2, a 
Children's Services 3-13 " 13 24 fe s 
Women's Services 56 108 40 66 
Men's Services , ~ 3 - 6 
Group and Other Contacts ~ 36 - 18 
Rapport Contacts - 78 ~ 51 
TOTAL CONTACTS: 99 302 . 42 146 


* Average per day per cohort during “ovember and December for 
Service Records and October, Nove -1r, December for Work 
Sampling. 


care such aS Malaria surveillance tm be done by the government, It is 
therefore imperative to look beyond our own services if wo want to measure 
all of the health care inputs into our study villages. In the final 
analysis in which health care inputs are related to end results of 
service, this additional information will be of considerable importance, 
Data on use of outside services by the segment of the population we are 
trying to serve may also give an indirect indication of the acceptability 
of our servicese 


The method selected to collect this information is the house~ 
hold survey. Field investigators will be assigned to systematically < 
interview families in our study villages, The basic format of the 
survey was developed in the Functional Analysis Project and includes the 
collection of (a) information about thd presence or absence of family 
members during a reference period of two weeks, (b) any contact with 
health workers during the two weeks, especially PHC workers, (c) all 
illness episodes during the two weck period, (d) all visits to health 
practitioners during the two wecks, and (ec) some information about the 
type and costs of care received, The questionnaires have been developed 
and pretested and the actual survey will begin later in 1972, To 
illustrate some of the data that will become available, the results of 
the pretest in a limited number of households in three cohorts* are 
presented in Table 3e2, Although the nurbers are too small to be signi- 
ficant, some possible patterns of use of Narangwal services can be 
seen. Of those children in child care cohorts that are taken toa _ 
health service, most are seen by the Narangwal FHW, whereas women -n 
the women services cohorts tend to divide their visits between our 
services and outside services, no Matter which cohort they are ine 
Once the definitive data collection begins it will become possible to 
identify not only these utilization patterns but possible reasons for 
their occurrence 


4e Cost Analysis 


The primary data for the cost analysis are derived from 
accounting and administrative records of the project. These data are 
being abstracted and consolidated on a village by village basis under 
the following major expenditure headings: 


Buildings (clinics) 

Equipment 

Supplies and Food 

Drugs 

Service Resords and forts 
Laboratory Tests 

Referrals 

Transportation 

Salaries 

Administrative (Office) Expenditures 
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*In this chapter "cohort" has been used to indicate a "cell" of the 


research designe 
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3  ~‘Usine-the work sampling and service records data expend itiwe,; 
in each of these headings can be allocated to the various finn tisee end 
services of each village or cohort, The latter information will then 
permit cost-effectiveness calculations relating service costs to outcome 
measurese An example of the latter would be the costs of obtaining and 
serving family planning acceptors for each inethod, which in turn would 
be linked to calculations of costs of births averted by each method, 


The data for the cost analysis is almost completely summarized 
for the years through 1971 and will be ready for analysis at the time 
the work sampling and service records data become available, 


5e Content Analysis 


Detailed examination of the delivery of health care at Narang- 
Wal has been carried out in many ways, On a day-to-day basis. discussions 
and decisions are based on actual field experience of staff and super- 
visorse More formal approaches have included record review and a care= 
ful review of all referrals to physicianse (Presented later in this 
report.) The Service Record Analysis and Work Sampling will provide 
considerable quantitative information about the service programs at 
Narangwale However, it has become evident that a more detailed quanti- 
fication of our services needs to be done. We are proposing therefore 
in the coming year to develop and carry out an assessment of the content 
and process of delivery of care using observationgl techniques. These 
will be based on our experience in the Functional Analysis Project where 
check lists were used to measure the perfcrmance of staff in the health 
center when providing out-patients care, The multiple activities of our 
field staff will be observed, details of both formal snd informal contacts 
recorded and check lists based on standing orders will be filled out by 
the observer. These observations will be coordinated or built into the 
work sampling frame work to give theti q quantitative base. jn example 
of the type of information we hope te obtain would be the content of 
visits and approach used to individuais when family planning is discussed. 
fn important part of this will be the assessment of how and when faaily 
planning is integrated with the delivery of other services», These data 
will then provide both greater detail for quentitative analysis and 
permit the building up of precise descriptive profiles of the service 
progrealse 


Preliminary Findings From The FAN? Work Sampling 
Observations in Two Cohorts During 1971. 


Summary tabulations of the work sampling data for two 
cohorts were completed in time for this report, They include a full 
year of observations of the FHW in 1) the child care services, woman!s ; 
services and family planning cohort (CCG+WSHFP), end 2) the women's services 
and family planning cohort (WStFP). Selected data from these tabulations 
have been used elsewhere in the report and in the following tables which 


o oe 
as 


_ Lllustrate-thetypes of inforlation available from this study, ‘The data 
is presented here in the form of total observations or percentage distri 
butions of observationse By knowing the number of observation days and 
calculating the average observations per day, approximations of time 
spent in various activities can be obtained from these datae 


In the first table (Table 3.3) observations involving the 
Major functions of the services provided in the two cohorts are presented. 
The functional categcries in this table are self explanatory except for 
the "Normal Related" function which involves all preventive services and 
routine home visits, and the "Commmnity Related" function which includes 
discussions with commmity leaders, vaceination campaigns and other 
community wide services. It can be seen that only about 50 percent of 
all observations are classifiable by function. The remainder are diffi~ 
cult to relate to any specific function and include administrative acti» 
vities, rapport making contacts, travel, personal time, etc, In this 
table the total number of observations for each quarter, the average ~- 
observations per day and the average number of minutes the observations 
represent are illustrated. Sotie variation between functions performed 
in different quarters of the year ani between the two cohorts can be 
seen. The difference in the proportion of time spent in the maternity 
function is expected, but not the large differerce in time spent 
providing family planning. The possible effect this has on family 
planning acceptance will be important to assesse 


Table 3.4 presents the distribution of the FHWts activities 
between actual direct service contacts and other activities. The amount 
of time spent in direct service is considerably more in both cohorts that 
the 15 percent found when governmont ANM!s were observed in Punjab PHCs 
during 1961969. “Supportive Services" include supervisory and adminise 
trative activities necessary to back up any health service. "Nom 
technical" includes time spent in personal activities. Table 305 
breaks the "Direct Servicc Contacts" down into the various groups of the 
population served by the FW and Table 3.6 presonts some further details 
of specific activities making up the services provided, Table 367 gives 
the detaila of the smomt of suvervision or staff contacts the FHW 
receives. in this table only the actual interaction has been recordede 
The time spent by the supervisor observing the FHW while the latter 
carried ovt her routine duties will be available only with the supervisor's 
work sampling date, The pattern observed is quite consistent in both 
cohorts and indicates the major effort involving training and communi- 
cation, Table 3.8 shows the distribution of the FHW's time besween 
various placese Although theoretically the FHW is suppesed to divide 
her tine between work in the subcenter and in the homes, in fact she 
spent more than twice as much time in the former. 


Table 3.9 and 3.10 giva further details about the direct 


service contacts, relating them to specific fuictions in each cohor te 
eadily evident and 


The preponderance of iliness care in Most groups is rea 7 
the etal] input of family planning inte services tor pregnant women --s 
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Table 343 


PERCENTAGE DISTRIBUTION OF FHW OBSERVATIONS CLASSIFIABLE BY 
FUNCTION, BY COHORT, FOR EACH QUARTER AND TOTAL FOR 1 ek eee 


FUNCTIONS AS PER CC eee CCRT ee FP COHORT ae 
CENT OF CLASSIFIABLE |" Quarters of Year Aes ee of Year 2 
OBSERVATIONS ist | 2nd | 3rd | Ath All| 1st a 3rd | 4th} A 


ILLNESS CARE | 49.0} 65.2) 55.7/ 5642 | 5603 40.6} 47.7} 51.8 | A102 4L9 
NORMAL RELATED 25.68) 4420 20.31 1206; 18691369) Beh 907 6.9 9.9 
MATERNITY 1506| 133] 1120] 1309 | 13.6 29.5 30 e4| 1949 3404 29.8 | 
F.P. AeT| 368) 526) 1202] 644 1509 | 1344] 1804! 1764 16.2 | 
NUTRITIONAL SUPP, heB| 206 25 Aol} 3.5, = oS 0. a 0.4 Oot | 
COMMUNITY RELATED OT Tate eo | 1-0 167 0.1} 0.1 Oot }> ae gee | 


TOTAL CLASSIFIABLE : 100. 0400.0 1100, 0| 100.0 100.d00.0 0 
OBS (%) 


TOTAL oy 2888 12634 |2265 | 2297 | 4008 1467 1268 11075 1202 5012 
OBS. (No. | 


12549 | 2634 0888 2202 St We 8679 


NON-~CLASSIFIABLE 2859 12846 
OBS. (Noe) | 


ae) lal 5747 \5480 |A814 |4931 
(No. at 


20972} 3669 
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Table 3.4 


PERCENTAGE DISTRIBUTION OF TOTAL FHW OBSERVATIONS 
BY MAJOR ACTIVITY AND COHORT, TOTAL FOR 1971. 


ACTIVITY AS FERCENT OF 


TOTAL OBSERVATIONS CC+WS+FP COHORT WS+FP COHORT 
DIRECT SERVICE CONTACTS A327 3661 
SUPPORTIVE SERVICES 3126 3125 
WAITING 102 too 
TRANSIT 1304 12.6 
NON-TECHNICAL a7 1605 
ACTIVITY NOT CBRASSIFIED 2.0 564 

TOTAL OBS. (%) 400.0 100.0 

TOTAL OBS. (No.) 20972. 13691 

* Jein* 


23 08473 


Table 3.5 


PERCENTAGE DISTRIBUTION OF FHW OBSERVATIONS INWLYING 
DIRECT SERVIBE CONTACTS, BY COHORT, TOTAL FOR 1974, 


DIRECT SERVICE CONTACTS AS 
PERCENT OF TOTL OBSERVATIONS 


INVOLVING CONTACTS _CO+WS+FP COHORT = WS#FP COHORT _ 
CHILD less than 1 month et | s PUA 
CHILD 1-12 months 9.5 0.3 
CHILD 13-36 months ; Ge 0.7 
CHILD 3-13 years 3 1265 0.4 
WOMAN Non=Pregnant ia 713 
WOM Pregnant or P.P. | 10.1 2203 
MAN 1.2 0.8 
GROUP > 163 220 
(CONTACT, NOT CLASSIFIED 164 S67ao 
TOTAL CONTACT OBS. (Z) 400.0 100.0 
TOTAL CONTACT OBS. (Nos.) 9103 4946 

NO CONTACT OBS. - (No.) 11869 S745 
TOTAL OBS. (No.) 20972 13691 

* Jain* 


23373 


oT Lo 
Table 3.6 
PERCENTAGE DISTRIBUTION OF FHW SPECIFIC ACTIVITY 
OBSERVATIONS IN TWO COHORTS FOR 1974, 

SPECIFIC ACTIVITY CCHIStFP COHORT WStFP COHORT 
Consultation ; thee : 11.6 
Examination 304 2e1 
Treatment 7.6 503 
Laboratory 0.2 0.2 
Commun ity Cantaees 720 665 
BF Contacts 34 6.8 
Administrative Garteets 340 208 
Preparation—Maintenance 78 9.0 
Records 2562 23 4, 
Waiting for Staff, Patients, etc. 402 - tet 
Major Travel* 0.3 0.1 
Other Transit 130 125 
Non-Technical 8.4 | $605 
Not classified eee ets. 
Total (4%) 100.0 100.0 


Total (No.) 20,972 13,691 


*Excludes Travel to and from RHRC on training days 


*Jain* 
238.73 
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PERCENTACL DISTRIBUTION OF TOTAL FH OBSZRVATIONS BY 
BILFF INTERACTION sD COHORT, TOTuL FOR 1971. 


APF INTURACTION 438 PERCH? 
LO Tia 1949 Lal fa PTC . 


. % 


HLCKD BY SUPERVISOR 1.0 1.6 
CEIVED TRuINING B51 562 

10% VED COMMUNICaTION — 1.1 1.8 
CEIVED ASSISTuNCE | 1.0 0.5 
ImcK OTHERS WORK Bei. 0.4 

VE TRuINING 0.2 “ 

i [2 COMMUNICATION 368 Aol 

iv | ASSISTANCE : 1.3 1.2 
NTZRACTION NOT CLagSIFIED 065 0.5 

Pa INTIRuCTION See a 


OTL (4) | | 100.0 109.0 
TOTAL OBS.(No.) | 20972 13691 | 


, 
a 


Ha, - 
as 


4 


4 >> 


ma, ov 4S Ws 
ee ee 


7 


PEACENTAGE DISTRIBUTION 0 
PLaCk AND COHORT, TOTAL F 


PLlwCa aS PERCENT OF 

TOTAL OBSERVuTIONS 

RHRC 

SUB-CLUTOR/FLIDING CENTER 
HONS VISIT 

FIELD AliD OTHER 

NOT CLASSIFID 


TOTaL OBS. (%) 
TO TaL Oe (Noe) 


TABLE Bec 


OR ara 


11.6 
5602 
ae 


TOTaL FHW OBSuRVaTIONS BY 


WStFR COROGRT 


ga 
L.7 


100.0 


13691 


PERCENTAGE DIS 
FUNCTIONS, CC+i/S+rP COHORT TOT/.L 


z 


DIRSCT SE?VICH | 


CONTA 


rad) 
sw 


7 a 
CHILD +1 nonth 296 1 66, 5 


HILD le 12 nths6l, 3 


“CHILD 13-36 '" 


‘CHILD 3-13 yrs 92. | 


TOMAN NON@PREG. 6343 


VOMAL 
pp 


MAN | 


7reg.or 


GROUP 


CONTACT NOT 
CLAS6 LL.D 


NO CONTLCT 
TOLL FUN 
OBS . 


eel 20. 1 


“OTZ3ER 369 


TRIBUTION: OF PH DIRACT GlnViICe CONTACT O03 


Pores 


oiAViTIONS BY 


TAD 
s Lae 


et ee ee ee ee 


FUNCTIONS AS SER ENT OF TOTAL CONT ACT 


OT4L i PONE fs vs Gd ee 
EnV y VS ae 
, OBS fi r IOr SU ee eas CONT... CT! AS G) OF 
es NORM WUT. | SOME. NONa! TO- [OBS. 'TOT.L 
ee fee | TAL OBS. 


3.2 (0,5 100.0] 186 ogee 

34.8, = 0,911 2,0 100.0] 368 401 

594i 3640) 042 ~. |:1,0 3 eee as a 1553 17.4 

542 1043 | - | C.5 1.1 eee .0) 1139 5.4 

9.6/1.0 | 0.6 i Geli 5:66 oe ol 4028 9.2 

Ekadl 4/86 47|1 a 063 | 0 | 2.9 100.0 917 14.4 

| 

63. o|: 2 - Z Ros | bse | 346 (25.9 100.6) 166 |0.8 

13. 611021442 {1.7 | ae 11543 [50.9 100.0) 118 | 0.6 

19.8 1647/1.6 | - | i309 | jute tot 39 | a | 126 (0.6 
ere Lo | | | : | | 

| 9 1404 | | ! 84.1 111869 156. 6 


100 40; 


151.9 100.01 20972 |100,0 
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PERCENTAGE DISTRIBUTION OF FEV 


DIRECT SECVICE CONTACT 


a OBSERVATIONS BY FUNCTION, .o+'P CONORT 
TOTAL Fon 1971 


KS PS2CENT OF TOTAL 
es 


MAT. | erg oo 


Dixnact SLaviIck 
CONT..CTS 


FUNCTIONS 
OBS 


ILL “NoRM} 


CONTSCT 


GeirAcr NoT | 
BeASSIrI=D = | 


CHILD lmonth 21.7 es 16. *) - 1 
Gaiip.1-12 -- 61. 530, 8 ee | 
nonaths | : 
CHILD 13-36 [74 249 = ees 22.9 
months 
CHILD 3-13 Yrs ve ~ eee | 53 
: 
TOMAN Non- '52.3/10.2 | 135.08 a les60 
Prege ee 
TOMAN Pregeor Ze6 £0 aed - ~- 409 
Pr : 
MAIN O76 a - ~ - : ~ Je 0D | 
; i 
.. GROUP 59) 709 1.0; - - 85.1 | 
| 


NO CONTs.CT 


TOTAL FUNCTION16.5! 3.4{10.5 | | 
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seen, With the recent introduction of s more structured family planning 
conutine tied to.various points in a womards reproductive cycle it will be 
interesting to observe how mich this wiil incrosse the family planning 
input. Table 3611 provides further details for both cohorts about tlic 
components of the womens services contacis, 


In the final table (Table 3.12) Aata obtained by recall is 
summarized for "outeof normaleworking-hcurs" activities which were not 
included in the work sampling study. In cffect, these are mostly the 
"emergencies" or "night calls" of the FHW for week days and weekends, 
The activities are presented both in numbers cf porsons served and in 
time spent in the entire cohort. To obtain the avorage activities of 
each FHW the numbers should be divided by 4 in the COFWS+FP cohort and 
by 3 in the WStFP cohort, The direct service contacts are separated 
by the function of the contacts, again reflecting a preponderance of 
illness care. «although small, there appears to be a definite differ- 
ence between the two cohorts in emergency maternity care as well as 
other services. The probable cause may be the difficulty in supporting 
elergency care in the WStFP cohort which is sround 20 miles from the 
Narangwal headgquarterse 


In summary, the limited tabulations presented here can only 
illustrate the types of data that are becoming available for analysise 
Considerable effort lies ahead to translate the large volume of data 
into meaningful indicators of the Narangwal services and their relation 
to the results of these serviccse 
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Table 3.11 


PERCENTAGE DISTRIBUTION OF FHW WOMEN'S SERVICES CONTACT 


OBSERVATIONS BY FUNCTION IN TiO COHORTS FOR 1971. 


TYPES OF WOMEN'S 
SERV ICUS ‘CONTACTS 


Tliness 

Normal 

Antenatal 

Natal 

Postnatal 

General Maternity 
Pre — F.P. 

F. P. Service 

F. P. Follow up 
General F. P. 
Other 

Total Contact Observations (4) 


Total Contact Observations (Nos) 


*Jain* 
30.8.73 


CCO+iS+FP COHORT 


5209 
Bot 
116 
0.7 
34 
102 
209 
26 
2eoh, 
0.3 
1309 
100.0 


4940 


WSt+FP COHORT 
4005 
6.0 
1367 
34 
301 


— Zi— 


os oe Pa 
Van ee 
AVERAGE DAILY AND VOZKEND “OUT OF REGULAR HOURS" ACTIVITICS Us ATTe 


EXPRESSED 43 TOTAL SIRGONS SERVED OR TIME SPEND Pz2 -DLY C2 WESKEND 
7 ( DIRECT SERVIGE-COMTACTS SEPARATED BY FUIICTION). 
: be 


C +S + FP eee 
ie DIRZCT. SERVICD CONTICTS | ; : 
conorT © ELL |monms| war.| F.2. STAFF CON~ {OTHER ACTI©|TOTAL 
| | ) | TACTS VITIES 


No.Persons Sere 1,6 0.2 O.1 0.2 a 409 
ved (eck days) ' 


Anount of Time 


in ninutes 101 
(eck days) 

No. Persons Ser tes 
ved Cleck end) 

* mount of Tine 
in minutes 139 
( Yleck end ) 

WS + FP 
COHORT ie | Hoe 
No. Persons Gerkl.2} 0.3 | 0.3 | Ol 042 } : : - 254 
ved (‘eck days), | | 
Amount c£ Tine ‘i s 
in ninutes ; 17 1 1 - eet 29 
(Week days) : : : ae 
No. of Persons :1.7}/ - '- 0.6 ~ - pees 2e3 
Servéed(lWeek ends) | | ) 
; ‘ 0 : ag 

Amount of Tinc ! ‘ Sine fh; 

oh 11 ; = 3 44 

| | 


! 

j 
in minutes | 30 - : 
(Week ends) ) 
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STUDLES IN THE DELIVERY OF MATERNAL 


eat em 


SUMMARY, 


. 


CHILD HEALTH 


HD FAMILY PLANNING SERVICES IN NARANGWAL. 


4. © A general account of the system whereby MCI/FP services are 


delivered at Narangwal and recapitulation of o 
present time, is given, é 


a) 


Service details of a new methodolo 


planning with maternal and child care, An approach whicn is 


delegated to the nurse suxiliary through 


a = ] 


instructions for each occasion and conten 


and education, The stens for introducing 


ur Lindings upto the 


ae Two service innovations introduced during 1971/72 are described: 


for interrating femil 
standardized operational 
t for F.P, interviews 

*, gupervising and 


evaluating this service are described. This new methodology is 


designed to sive wider coverage than the 


system used in the past 


(c.f. 83% 2 monthly coverage of all eligible wmen: 19% actual. 


coverage under the old system). 


b) Revised child care schedules: Certai 
child care routines in Pakhowal villages 
this year to bring them more into line wit 
requirements, 


n modifications in 
have been introduced 
h reproducible service 


3. A quantitative assessment is given of matertal, child care and 


PP, ServiCceSe 


pie The service is largely delegated: One AM 
1325, under supervision one day in seven from a 
also visited weekly by a physician, One male PF 
between 4 such subcentres, 


serves a population of 
lady health visitor, and is 
oP, educator works 


oe Coverage: 75% of eligible women; 100% of women over 503 94% of 
children under > years and 20% of children of 3 to 14, receive 
preventive or curative services within a 2 months cycle, 


6, The allocation of services between child 
EL 
family planning is meas‘tred, 


7, Preventive to Curative Care contacts: 57% 
care (items of service): 40%: % are measured 
n 


patient contacts and time expended while givir 


S. Two Mathly Fertility Survey is the larges 
care of all preventive services givel 


within a 2 month period 65% of eligible women. 


care, womens care and 


: 43%. Home to Clinic 
oth in terms oi 


+t single itemof womens 
covers 
One third of al]. home 


visits made for this purpose are unfruitful owing to patients 


abgence from their hom especially for seasonal 


work in the fields. 


It is suggested that exclusion of women below a and above 40 years 
of age from this survey wuld reduce vhe porikload by 27~ and miss 


early diagnosis of pregnancy in only 7# o+ cas 
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9. The largest single item in preventive child care (40% of ail 
service items) is monthly wellbaby examination (Morbidi ty survey). 


104 Family Planning, Thirty percent of preventive womens service 
Visits relate to family planning, 68% of home visiting for F,P. 
purposes is given to preacceptance interviews, 18% to follown, 
Whereas in the clinic the main item is prescription and giving of 
contraceptives (49% of F,P, time), 35% to followm, and 16% to 
preacceptance interview. | 


11. Comparison of family planning experience in Maloud (WS + FP) and 
in Pakhowal (WS + CC + BP ok steeper rise in F,P, acceptance this | 
year in Maloud subcentres and lower drop out rate was associated with 
more overall F,P, time spent by the Maloud F,i.W, especially in 
preacceptance and followup interviews in the patients homes, 


12, Maternity Care, The great majority of resident mothers have 
their pregnancy diagrosed and receive antenatal care from the project's 
staff. 31% of mthers deliver outside the village; a further 45% 

come to the village for their confinement in an advanced stage of 
pregnancy and do not always undergo A,N,. examination, 


13. In 91% of all patients examined antenatelly, thecproject policy 
of advance catepprization for obstetric risk was being fulfilled, In 
8 percent of these, categorization was incorrect, While 45% of 
antenatal cases belong to the normal low risk category, enquiry’into 
117 perinatal deaths revealed that of this group 74% belonged to high 
risk categories. Whereas the intricacies of obstetric categorization 
have been mastered by the F.H.il., subsequent reference of high risk 
cases to the physician is not being carried out (30% referred; July 
to December 1971). 


the 31% of all confinements are now attended by RRC. staff, who 
are also consulted in 60% of abnormal maternities which terminate in 
perinatal death (Perinatal death survey September 1970 to March 197 2)e 


15, ©%of all services (WS, CC or FP) are given in the clinic: 
56% to women, 44% to children. 


16, Clinic service consist for the most part of curative care (86% 
of all clinic items of Service). During ales month cycle 66% of all 
children in the community below 3 years attend the clinic (mostly 
for weighing): 29% of older children, 100% of women over 50 and 32h 
of eligible wmen mostly attend for illness care, 


17, 90% of curative care is managed unaided by the F, H.W. By follow 
~ing operational instructions for referral laid down in standing 

: se 4 th 
orders she transfers 8.6% of sick children and 11% of women to the 
eare of the physician. 


18, The referral rate isespecially hah eh in children aged below 3 
(25.4%), and for eligible women (19.1%) while remaining low for 
older children and women over 50, 15% of eligible referrals are 
for family planning. 
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19. Referral rates or indices have also been estimated for patients 
who present to the F.U,W. with various types of complaint, A 
frequency list of aiiments seen by thre F,HW, in her clinic is 
reported; lists of ailments referred from her clinic and seen by the 
physician, and the frequency of his final diagnoses are given, The 
clinical content and wrkload involved in the care of women in the 
over 50 group is critically cxamined. 


20. The frequency of planned linkages of various service itens 
(maternity, child care, womens care, family planning), and the 
frequency actually occurring in practice is examined and compared, 


In last year's report the syste was described whereby MCH/?P 
services ore delivered in Narangwal: 2 systen emenable to supervision, 
and therefore we believe, to replication also, A quclitative anclysis 
of its component parts ond underlying principles was given (see 1971 
report pp 10-27). 


: This year, tronsition from description to quantification of 
sarvices is attempted, It is believed this method may eventually 
provide 2 basis for rational assesszent of those components which 
may be most useful to goverrment services, lead to adjustments and 
pruning of the services on the basis of cst cffectiveness, and 
indicate improvements which cen be made to certain areas of the 
nursing and medical curriculae, 


Thig section is undertaken in three parts, In part-one a 
brief generol account of the Narangwel systen of services; part two 
- dosertbes innovations introduced since June 1971; part three gives a 
guentitative analysis of M.C.H, and F,P, stbcentre services os 

delivered in the Pekhowal ond Meloud grows of villages, 


é 
— 


SERVICES IX 


Introduction. 


Womens services, child care and faxily planning are delivered 
in Naorangwol through eleven experinental village cen bres, Tl rec of 
these provide child care with favily plonning (populetion 3897), four 
women's gervices with faxily planning (population 4,900), ond four 
others combined N.C.li, care integrated with Family Planning 
(Population 55300). 


Pee Previous fiudings, Aposition ws renched 2t the ond Ot aS 
year when study of interacting factors anc various ways of putting 
into effect alternative programmes in the field enabled us to 
describe (1971 report pp 10-27) an internally onsistens pattern _ 
of M.C.H,/Fanily Planning Service that had proved viabie 0 UNE 2 Oe 
The service had supervisory checks and balances built into 1v wih 
a view to reducing loss of quality should tho systan be copied else- 
-yhere in India, Ficld tested duties, roles, and wrk loads 107 
each category of wrker including the physician were defined. 


wy — 


* 4 ~~ 
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4ppropriate instruction manuals were being prepared, (The mammal 
currently in use is available from Narangwal on request.) All 
manuals pni-stending orders reugin under revision. 


There are six underlying principles of these services: 


i) Mancimzn delegation of responsibility to those with minimum 
training consistent with good care (delegation may extend 
beyond the gubcentre health worker by uging the indigenous 
midwife as a health team assistant). 

ii) Removal of medical care & diagnosis as far as possible to. 

. the periphery. 3 

3) Delegation supported by good communications & medical back- 
-up from the centre when required, 

iv) Greater emphsis on preventive than curative care; early than 
late diamosis; tome contact over clinic contact, 

v) The operation of a built in system of supervisory checks 
between all menbesof the health tem to maintain quality, 

vi) Community participation (community contribution to building 

feeding programmes ctc,). 


f 


3. The components of curative care, 


Clinic vigits: Simple remedies for ailments of wmen & children 


— are gtren by the. FHW., There are separate weckly visits for sup ervi sion 


by the F.i,W. & Physician. Thus every week day afternoon except 
Thursdays and Saturdays, the F.¥.W. holds an outpatient clinic for 
women & children. This is associated with a feeding centre, whichis 
the major programe for treating the malnourished child, The svb- 
-centre is often 2 reception-consiltation room 250 sqft. in size 
with an examination treatment room 100 sc.ft. appended, The 
equipment includes furniture, files, woiching scales, drug cabinet, 
kerosene stove and hand operated tubewell. pump. Hlectricity is 
common, Supplies include drugs, dressings, instruments and 
stationery. 


Le The components of preventive cares 
ete Womens Services. Preventive cure for wmen ig a cyclinal activ- 
-ity repeating itself each time the paticnt returns to the non- 
pregnant non-Lactating condition, The schedules comprising 
preventive womens care core: ss oe 
4) Fertility Survey. Each potentially fertile wmen is vi sit- 
ed every two montns by the family health worker (FHW) for 
the purpose of recording her menses, detecting early - 
pregnancies and screening for symptoms of cancer and other 
gynecolo ical diseases, This survey also provides opportun- 
-~jties for the Fi to discuss contraceptive use with worn. 
ii) Antenatal care. Five vist +g are planned during the course 
of pregnancy, at wiics woight, height, BP, urine Hg and 
abdominal examinations are made. At the last visit, the 
FHW accompanied by the indi genous midwife, gocs to the 
home to make arrangaments for delivery. High risk patients 
are identifiod and referred to the physician, 


J i Sevcco! 


iii) Labour Delivery. Whenever possible the FHW observes labour ~ 96- 

and delivery is conducted by the dai. The FHW records the 
birth date, birth weight and condition of the child. 

iv) Postpartum. Four visits are planned during the immediate 
puerperium at which time uterine involution, lochia, 
TPR, & lactation are checked. 

v) Cause of perinatal death. Pregnancies terminating beyond 
the 28th week of pregnancy with foetal death, and deaths 
of all infants during the first week of life are examined 
by means of an "oral inquest" carried out by the physician. 


4.2. Child Care. In contrast to womens egre, vreventive care of the 
preschool child is a linear activity extending from enrolment on the 
first day of life into a regular system of weighing, through a 
series of preventive routines upto the age of 3. In summary form the 
preventive services offered under child care consist of: 


i) Morbidity Survey. (Well baby examination.) At the time of 
a home visit once each month the FHV takes a detailed his- 
tory and carries out a physical examination on each child 
0-36 months old. 

ii) Anthropometric Measurements. The FHW takes the weight of 

: each child on a monthly besis for those 0-10 months old, 
every two months for those 5 to 17 months old, and every 
four months until the 36th month. 

iii) Nutritional Education. Lecture demonstrations are given in 
the village by a special team, the FH for that village 
Pleying a prominent role. Prenatal nutrition and iron are 
stressed to prevent iron deficiency of the new born. 
Mothers of nutritionally deficicnt children are given 
special teaching by the FH, anc village leaders are 
specially contacted. 

iv) Dietary Advice. At the ages of 5, 6, 7, 8 and 9 months, 
two monthly until the 17th, and 4 monthly to the 36th months, 
the FHW takes a detailed dietary history, gives advice & 
records the datae 

v) Day Care Centres. In some villages, during the harvest 
season day care centres were established and children were 
fed and tended by the village attendant, under the 
supervision of the FHY. 

vi) Immmization. Tetanus toxoid is given to mothers to prevent 
tetanus neonatorum. A schedule including smallpox, DPT and 
BCG is followed by the FHW under supervision. 

viil) Laboratory Tests. Haemoglobins are done routinely and 
stools tested as needede 


he3e peeks y Planning Services. 
4) Systematic follow-up to all Family Planning Users at the 


time of fertility survey (see above). 
ii) Family Planning Advice to eligible couples who are not family 
planning users. 

In addition to being taught to look for the family planning impli- 
cations behind every clinical encounter, field workers are now required 
to recognise & offer standardised family planning advice on 8 obligatory 
occasions ("entry points") in the womens care cycle. In this manner 
all eligible women in the community receive cyclical family. planning 
advice and come under constant family planning review. (See appendix:A, 
background paper entitled "Systematic Family Planning”) 
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be OVULNE CPTATULON 5 oniiiy planning with M, C,H, servi "TLOCS. 


To avoid unnecessary duplication & repetition of visitgthe integra tion 
of M.C.ii, and femily plannin: j routines calls for planning me hat each hone 
visit becomes the cecasion for multiple services, - maternal ; ‘ehild care or 
fonily planning, - to mombors of that household, In this way service 
schedules become visitoricntated and not orientated to a particular 
service (soc pp 4o4 et. seq). 


whe he 


hone visits maintains 4 care cyclo which keeps the cormumity under congta ant 
surveillance, 


&, In this way the FEW in the course of her afternoon clinics and morning 


CAgis CYCLE 
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Wonens Service Schedules 
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PART IT: LANOVATIONS INTRODUCED 70 THE SERVICES SINCE 1971. 


. 2 INN Vit? SYSTHIATIC FAILY PLANING (Standardisation 
of approach and opérational instructions, ) 


ot 


Introduction: 


y Hitherto fanily planning was given by an ‘intuitive! low key 
approach, based on contact by the nurse auxiliary and male family 
planning wrker with the patient or her hueband, teferral to- the 
paysician and follow-up of acceptors, Pressure tactics, economic & 
other incentives were avoided, no tergets imposed. Recognition of 
natural opportunities for family planning were left to the worker's 
judgment, 3 


Recognition of appropriate subjects and occasions for family 
planning may not be easy for a yomg umnarricd nurse auxiliary. While 
not minimising the value of the intuitive approach (42% acceptance 
rate and 28% current user rate was reported last-yoar) a mro solid 
base has now been given to the service by teaching standardised 
procedures to the nursing auxiliary and paramedicals in the health 
team, The purpose of the new operational acsign is te contact a 
larger proportion of the eligible population with regular pre-accept- 
ance F.P. advice than at present (19% contacted each 2 months.) 


ni : (Instruction delivered Nov.Dec. 

1971; service introduced Jan. i972; F.P, profiles of al 
hos — 4 We “ \ 

eligible women recorded Feb/March 1972.) 


The eligible population is civided into family planning 
users and non-users, Whereas formerly services concentrated on 
follow-up of users with less stvoss on pre-accaptance advice, 
standardised procedures are new introcuced at identified ontry 
points to wmens serviccs and cniid care, for obligetory family 
planning advice to be Given to sligible women in the community 


_ - fr 


who are not using femily planning, ‘the system is monitored by 


s 
the field supervisors & physicians. 


Users: Schedules for followup of couples using family 
ee pet a A A A RRR ncn a 
Lanning, 


Slight modification in follow-up routines have been mace 
with the purpose of linking FP, follow-up visits with the two 
monthly fertility survey. 


1e30 Amethodology of supervision ty the Fleld Health Supervisor 
(Lady Health Visitor) ond the Project Physician has s1¢o 
been introduced to ensure regular follow-up of usors, 


164+ Non-users. Continuous presce 
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A two month satmle of service records in Pakhowal and 
Maloud (Nov. Dec, 1971) showed that only 19% of eligible couples 
were recorded as being contacted for Femily Planning, A new 
methodology is introduced which reqvires the FLEW, to contact 


83% of eligible wmen in the community each 2 months, 


Description of method, (see app ondix A.) In addition to 
tho se occasions on which patients seek family planning advice 
or which are instinctively recomizeble as guitseble F.P, 
opportunities, there are © obligatory occasions now prescribed 
On which FP, advice must always be given. These are as 
follows:. 


i) Routine FertilitySurvey of non-pregnant menstruating 
eligible women in %the commmity (according to F.P, 
profile - see below), 

ii) Confirmation of pregmancy visit, 

ti) Post abortion examination visit. 

jv) 36th weck antenatal examination by .F.ILW. and FHS, 
to gether. 

v) 14th day post partum examination (the topic of F,P, shuld 
be avoided before the ceremony on the 8th to the 44th day 
has been accomplished, 


a 6fb white pool partiin seaination, 


- Lactation: 7th month visit (re-establishment of menses), 
ti) Lactation: 9th to 10th month visit (weaning). 


On the above occasions F.P, acvice is not piven on its 
own but integrated with other components of M,C,H, care as 
follows: 


1st: F.P, is given combined with enquiry about general ealth 
and menstruation at the time of Fertility Survey. 

ond: F.P. is given combined with 1st and Ath visit antenatal 
care examination at the contirmation of pregnancy visit, 
and 36th week visit. 

3rd: F.P. is given combined wi th poct-abortion care at post- 
abortion vicit. 

Lth: FP. is given combined with post partum and neonatal 
examination, as well es small vox and 5.06.G, vaccination 
at the 14th day postnatal visit. 

Sth: Pogtnatal exaaination is given as well as F,P. combined 
with feeding advice, weight ¢ of baby & well baby chack 
at the 6th week post partun visit. 

6th: F.P. advice is given combinc - with dictary advice, well 
baby check and weighing at the 7th & Oth month poct 
partum visit. 


Appropriate spaces have been marked for these entry 
on the pationts fertili ty-cum-obstctric record card. i 
are ticked whenever the entry point is used, 
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1e5- Standardi sing the content of Panily Planning Advice 
(see appendix A! "Systcnatic Fanily Planning), 


The content of F,P, advice as well as the degree of urgency 


. and frequency with which it is given, must match 
a) The patient's reproductive history (Family Planning 
Profile), , : * 
Factors b) “The Foaily Equation as a whole, e.g, factors, such as 
determining premature displacanent from the-breast of a previous 
the content sibling by a new birth, the rearing of a prematur e, low 
PePaadvice weight, delicate or twin infant, poverty... alcholig, drug 
~—.. .. ... -dependance in the femily, vo seihi lity of disturbance to 


economic balance of the fanily by future pregnancy, Che 
c):- the mother" cs health - e.g, chronic disease diagnosed by 
the physician, such as asthna _Giabetes, epilepsy, ueart _ 


disease, tuberculosis, sip 8 lunacy, ete, 
d).* = The entis attit de towards Panily- em 


approver or disapprover, 


The "Reproductive This cumbersome equetion hag been reduced to a_simple : 
~cho dctfor stand- Operational instruction, on 2a 'Reproductive Clock! (see figure 


> : ing int Wled).s The entry point and “reproductive history is matched to 
: cedures the type of advice-to be given e.g, education,motivation, or 
cf ere ; “Sng persuasion, . Base 


s Thus advice which wvld be appropriate-to.a high profile 
-——_ °°» patient suffering from_heert-di seaso-mich ght be il] considered 
given to a low profile case suffering fron infertility or 
anxious to-bear 2 son. Similarly F.P. advice-appropriate 
1 month before delivery might be inadequate a month later-if a. 
premature delivery of 4 weakly, wncerweight infant, or ‘the 
birth of twins, had occurred in the meanwhile, making avoidance 
———"<~of further pregnancy a matter of urgency, 


The "Clock" further instructs the F,H.W, whether advice 
should be for gpacing or for permanent methods, 


1eO. Supervision: There will always be a drop in efficiency 
when mass services come to be developed from an original 
experimental pattern. & built-in systen of checks and 
balances between the various catesories cf wrkers is required 
to maintain efficiency, 


a) Meeting together of the subcentre nurse, the male FePeWe 


? and his supervisor, the ae nurse supervisor and the 
physician once a month, ideitivies cur rent target couples 


(i.e, those for whom 7.P. interviews relaved to antenatal, 
postnatal and other entry points are due), and reviews the 
outcome of interviews from the previous month, Thus a 
co-ordinated personalised approach to husband and wife 1s 
encouraged. 
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b) Reminders for F,P. interviews are Sapte on the patients 
: service record card at the appropriate obli. gary entry 
points. Tho field wrker marks these ‘to indicate Whether 
they have been acted upon, The nurse supervisor: verifies 
the AN.Ms utilization of those opportuhities by scrutiny 
of the record, and spot checking at the time of hor weekly 
: supervisory visit to the svbcentre, | 
‘ c). The physician before beginnings his weekly patient referral 
clinic at the svbcentre routinely que stions the nursing 
auxiliary concerning newly contirmed pregnancies in her 
practice, newly discovered cases of child malnutrition, 
deliveries, post-natel visits patients whee menges have 
become re-established, etc, 


uu 


1o/7- Lntroduction of field te 


Implementation General. While intacducing this systen every effort has 
2 systematic been made to conserve the intuitive approach of the F.H,W, 
family planning and male FP, wrker which has proved successful in the pasty. 
All patient contacts thus continue to be ovaluated for their 
BP, potential. 


ce 
3 


ond eveluation, 


Teak 


(a) Recording The §.P, Profile of each eligible wman in the community, 
reproductive and her basic attitudes to ee are now inscribed in he 
histories record folder. In addition to carrying out her other subcentre 


Family Plann~ duties the preparation of tnese "profiles" (at the time of the 

-inzg Profiles't routine 2 monthly fertility review of eligible women) took the 
F.a.We 2 months (Feb & } larch 1972) to compi ete (72% coverage) 
on a population of approximately 1800 (Maloud & Pakhowal). Each 
profile interview lasted spout 5 minutes. Profile and attitude 
need revision following the bi ae of each additional cnmild and 
thig instruction is incorporated into standing orders" for the 
14th day postnatsl visit. 
(For detailed description of the F.P.Profile, read Appendix 'A!) 


(b)Instruction 1.7(2). Instruction to field workers in the recognition of 

to field wrkers entry ppints and use of sisndard interview procedures tcok six 
in new metho- t; hour teaching sessions. After the lapse of one er a writ- 
~dolozy. -ton test was held on the now motiodolc gy (Nov.&Dec. 1971). 


aa 1e7e(3)e In addition to working instructions ne in 
the 'Clock', the field manual & standing orders, each field wrker ha 
reference "clock", The “clock (sec av ctr ation) is reac naaly 
intelligible to a parmedical wrker, reduces the compl ex 
equation of profiles, attitude, po si tion in the care cycle eta, 
to simple essentials, and gives instructions how to act. 
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1.8. Evaluation: 


a) 


b) 


Feedback of information on the implementation or the 
scheme by workers in the field is §btained from the 
monthly village meeting para 1.6(a) above.e 


' Records of family planning acceptance & use have been 


maintained at Narangwal since the introduction of F.P. 
services 2 to 3 years ago. The effect on "acceptance 
curves" of transition from a purely ‘intwitive' 
approach to the 'systemetic! approach now under field 
test will be observed. 
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SERVICE INNOVATION 2: REPROD 


UCIPLE CHILD CARE SCHEDULES 


(ee 


In the course of last year certain modificetions have 
been introduced into the child care component of lMCH/FP 
SCrvices, 


1. Curative Child Care Services. 


Remain essentially unchanged i.e, 

121 Daily clinics held by the FHW for all children 0-13 
years of age at the subcentre, 

1-2 Treatment in the home of those conditions found in 
the course of home visiting and wiich do not require 
rofessional judgment and/or treatment. 

1.3 arate eithcr to the weekly physician's clinic or 
immediately of all those conditions recutring 
professional judgment and care, 


For this purpose Standing Orders specifying 
tomatic treatment and referral criteria are now 
available, -These standing orders had originally been 
developed for the Child Care Services of the Nutrition 


Projecte 
Re Preventive and Healts Promotive Care, 


This part of the programme now comprises the following 

activities: 

2.1 Well baby check, including morbidity history,physical 
examination and assessment of growth (Weight talcing) 
and development (observation of milestones), Well 
baby checks are carried out at birth on the 3rd,8th, 
14th and 40th day end at the completion of 3,5,6,7,8, 
D411, 134 155175215 25529, 33 and 36 months of life, 


2e2 Vaccination and Imnunization.s 


The following schedule is planned to coincide with 
other contacts which are routinely mede in the care 


cycle of women and children: 

i) Tetanus Taxoid to mther; 3 doses: combined with 
confirmation of pregnancy and obligatory FP. 
2ond & 36¢+h week AN. visits and obligatory F.P. 

) BCG and Snailrox, as soon as practicable afver 
the 14th day cf life, 

ti) DPT and Polio: at 6th, 7th, Sth month of life, 

iy)  Gmallpox and IPT boosters: between 30 and 39 
months of life. 
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haa Supplementary Feeding: 

To provide 400 eclories and 11 grams of protein ag 
a diet supplement to all children whose parents wish 
to avail themselves of this servicea, A speci rl. 
effort is to be made to provide all malnourished 
children as detected by weight faltering with 2/3 
(below 60% of the Harvard Weights for Age Sta dard) 
and 3/3 (below 50% of Harvard Weight for Age Standard) 
of protein and caloric reouirenents, 


The present supplenent - enriched milk end daiia is 
to be replaced eventually by less expensive and more 
concentrated food preparations such as enri ched prea te, 
groundnuts, cakes etc, 


36 UCaAuLO 


Education on both group and individual bases will be | 
undertaken as part of combined teaching of mother craft to all 
antenatal cases and mothers of children below the age of 3 
years. The group sessions are to be organized, prepared aad 
conducted by the FHW with the help of the FHS, 


361 Individugls (In the wurce of lone Visiting). 
Diet advice based on the ideal pees schedule at 
each chronological health check up to 3 years of 
age 
Heath teaching is to be integrated at each home 
vi si’ 


3.2 Group: The topics to be covered during the group 
sessions are to include: 
i) Feeding and weaning of children, 
ii Prevention of disease; immunization, 
ons 


fi) Sacing; fanily planning. 
jv) Care of wmen during pregancy. 


Le Amanual for the combined wmen's and child care 
service including standing orders for the treatzent of 
most common conditions, a reviscd and simplified child 
care record system and detailed description of the 
individual service and research octivities has been 
prepared, 
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PART IIL: MD PATLY PLAUNING 
AND MALOUD VILL «AGUS, 


Introduction. 


In this section a cuantitative assessment of certain 
components of MCH/FP subcentre care in the Paklowal and Maloud 
villages is wndertaken under the following headings:- 


a) Material available. 
b) Selected data on the community recciving services, 
and ratio of FHW to population served, 
c) Population coverage by MCH/FP services, 
- Home visiting to clinic care, 
Preventive to curztive services, 
f) Preventive care schedules, distribution and 
. frequencys 
g) Family Planning integration; contrast between 
. lintuitive' and 'systematic'! methodology, 
h), Maternity Care: General description of services. 
Coverage of births in the area, 
intenatal care: identification of 
high risk casés. Labour, place of — 
, | delivery, birth attendant, outcome 
4 and birth weights, 
\ Postnatal care, 


i 4) ‘Transition from delegated to physician care( referral). 
- — ‘ Standing orders for referral, 
Frequency of clinical conditions seen 
\ by the nurse auxiliary in the 
subcentre, , 
Frequency of referral to the 
physician by sex, age, and clinical 
complaint (referral indices). : 
j) The clinical content of referred cases seen by the 
physician, 
k) Integration and frequency of linkage of iters of 
gervice in MCH and Family Planning. 
1) Summary and Conclusions. 


r DAT As 1. DATA AVALLABLE, 


i) A study using the previously developed fimevional 
analysis metindology (FANS) was set up in January 
1971. Measurements of various activities of RILRC, 
staff involved in providing healtn services in terms 
of time ond interversonal contact have been made 
Material from the first full year of this study 1s 
available. 
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 «~<44) Beruthiny of sthcentre serve m4 research rewrds from 
£24 2 Allage whorte, Uirlowl and Patoudl: Popilation a 
11,200) for 2 United period of 2 gonths (Moverber/ # 
Decvetber 17/1) in rempect of 11 services, #4 for z 
s © months period (Sily to Decatber 1771) for maternal iar 
CEL Bs 


1) & study of utilizetion of msternity services carried 
out by to visiting greductes from the Al Inéiz Ss 
Inst tute of Meticsl Sctences st the beginning of 
this year, Service rewrds from a sixtynine percent 
gélect<e4 saaple of 2/7 mothers delivered in Hdlowl 
a6 Péctowdl between the ist cumrter 1971 and the 
ond of that year, (The actudl muber of loci and 
incoming uaternities reported in those villages 

. Guaing this period was 297)4 Only cases having 
Scomplete! records were sdlected, 


47) Other dota on the comamity obtained from reproduct- 
Ave tistories (Fasily Plaming Profiles) tacen 
rom conse; APM statistics, xt agama 
; from cetigus, cs the * 
a records of eligible wmen ond children aZe 0-7 
meinteined for research purposes. as, 
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~ COMPOSITION OF THE COMMUNITY RECEIVING SERVICES. 


Population (re: census 1971/7245 2s 
coverage 95%) Males 

Females 

To tal — 


Estimated population (100%) 


Ratio of FHW-+to population served 


Married women between 15—29( approxs90%) 


Estimate (100%) 


Women over 50 year old 

Children O-— 3 years 

Children 3 years over (estimated) 
Number of pregnancies terminating 
in November and December 1971 


Number of women over 3 months pregnant who <= 


are eligible for A,N, Care during any 
two months period Metre 


Postnatal and Neonatal cases upto six 
weeks post partum cligible to receive 
care during and two month period 
(estimate) 


Distribution of marricd wmen by their 
number of living children 


Pakhowal. | Maloud 
2225 24,66 
2776 2188 
5001 L654 
5300 4900 

“43 1325" ee 
972 784 
4000 S00 
aie 210 
L454 
1800 
34 30 
436 120 
50 D2 


98 


Pakhow Maloud 
. of 


No ’ % No 2 p 
Number of liying children 0 81 41,28 74-227 
1 115 16.02 89°) =e 
2 101 14.07 ~ 86 2a 
3 115 16,02 104. 1Gege 
4 100 13093 109% = Tiwee 
5 82 11.42 St eee 
6 63 $.77. 42 ee 
7 L1 Det 30 Le TS 
E+ 20 Dag = eas 1691 
TOTAL s~ 718 1005 628 100% 


A TS 


Caste 0 
Castes Pakiowal Maloud Both 
Jats et L2.6 5,0 Py) 
Randagias A162 Zhe 3 3104 


Others — 1668 1701 17.8 


Family Planning Profile by Caste, 


F.P. Profile 
High Mediun Low ‘Total 


Jat 163 58 106 327 
Randasia 144 35 78 257 
Others 43 22). tae 103 
Caste not known 7 _ g 15 


Others 57 


( coverage 


Total PALS) 135. FL 519 73%.) 
301 


Within a period of 2 months (Fovanber - Decesber 1971) 
home visits were 7ade to 94% of the Child poptlation below 
3 years and 70% of sii gible wmen. One hundred percent of 
women above 50, 32% of thse of elizibic >9e, 66% of children 
below 3 years, and 2% of those above were svcn ir subcentre 
clinics. In this way the FHW in the course of her afternoon 
clinics and morning home visits maintains 2 care cycle which 
keeps the community wmder constant surveillance. 


; Coverage of female population by R.H.R.C. womens services. 
Coverage of Maloud & Pakhowel, Nov. - Dec, 19716 

: 7 Beton Percentage of Wome years 

eet ares lbrme Manto 

Pakiowd, __78%____ 32% 
Maloud 73, ZIP 


- Coverage 
of child 
population. 


Coverage ef Female Population (centinued) ~100~ 


Percentage of Women over 50 years 
Atami tome  _  ChLinies 


Pakhowal __ Nil 122% 


Coverage of Child Population by R.ULR.C. Services 
November — December 19741 (Pakchowal) 


Home Clinic 
% of children 0-3 years ref om 
( a 24 00% 


% of children 73 years Mil 29% 


‘The large clinic attendance of women over 50 (see 


 Pakhowal table above) suggests the use of the subcentre by 


ae 


visitors or people from adjoining areas, The extent to 
which other sources of medical care are utilized by the 
community is not know although these will form the 
subject of enquiry in the coming year, pretests for which 
were done in March 1972 (EANS), 


One or two physicians per community development block 
of 80100000 population makes it essential that MCH/FP is 
a delegated service. Our_referral rate of 11% women and 
8% children to the physician during this 2 month period 
jndicates the degree of delegation of which the MCH/FP 
service in Pakhowal is capable, i 


DIAGNOSIS VERSUS CURATIVE CAPE. 
Intrwduction. ~ 


HOME VISLTING VERSUS CLINIG CARE: PREVINTLVE CARE AND EARLY 


a 
;4 


Stress on prevention, early diagnosis and treatment, 
on home visiting rather than attendance at a clinic, 
prepares the gromd for health education, well baby care, 
supplementary f eeding programmes, immunization and ante— 
-natal services, If pationts are contacted in their homes 
rather than awaiting their attendance at a clinic later in 
the disease when morbid processes are less amenable to the 
treatments of the auxilisry, medical care can successfully 
be delegated to non-medical manbers of the health team, 


3.2(1) The proportion of wmens services delivered through the 


clinic and through home visi tines. 


Women services for a1 age groups (preventive & cur 
ative) are equally divided between home and clinic. Women 
of eligible age however, who receive 3 times as many 
services as those in the over 50 groups _( $10 3668) are 
chiefly served through home visiting. This balance is 


* 
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maintained by limitation of services for the over 50s to 
the clinic, although there has proved to be no need to 
enforce this policy, 


ee emer 


Total nunber of wmen receiving services(Paklowal & Maloud) 
(November December 1971) | 
o & pl | 


Thus subcentre clinics tend. to be crowded by wma of 
the over 50 group suffering from chronic respiratory, 
arthritic & other conditions, (cf, 1521 visits over 50 to 
4206 15-49 in 2 months period), Indeed as shown above, 
this segment of practice probably attracts patimts from 
other areas. 


Women Services visits: Pakhowal and Maloud 
Novenber~December 1971. 


Age Clinic Hone Total 
attendances visits 

15 - 49 1206 1699 2905 

=> _ eee Nil 1521 

To tal:~ RTae 1699 14,26 


Turning to Child Care in Pakhowal (MCI/FP) we see a 
similar pattern in which most services to children delow 3 
years are given at home, whereas in clinics iilness care 
visits to older children preponderates, Limitation of 
services for cldor children to the clinic has not 
deliberately been enforced, 


Sy ee ee ere eg ee eee eT ee 


Child Cere Vigits Pekhowsl: NovembonDecamber 
1971_by ze and place of visit 


ge Clinic Home To bal 
Children —3 505 865 4370 
Tb teil :- 1123 865 ee | 6|2-06 
TTT OT? bonein © ELL 
ez T(r et Stat snesd 
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302(2) Division of Time, 


12 months wrk sampling of direct service time to 
women and children in the entire ohort (Pakhowal MCH/FP) 
indicates that altiough move of the F.i,Ws time ig sot 
in her clinic than in home visiting (of 73.5 : 1761 
minutes per day per 1000 population - ae 4000), home care 


preponderates for children's services bel w 3 yeare 
(22.1 : 173 mpd/1000), 
Divi ci Pa on — er direct service time between womens and 


ape en fome and ome nic (Pekhowal — 


- 12 oath in Bettcs day, 1000 rates in total wlort 
Child Women Total 
ae care ervices 
Home visiting 2he5 pagt 4761 
Clinic 3201 41.5 736 
Total: 5646 bho 12067 


_/ Children ~<: <3 i Children >3! Total: rates, 
Hone | Oo Fag | 255 2he 6 
Clinic | 17-3 147 32.0 
_———a cm. CEPA meee a le: it pase fem er ne er ee ee mee ee — me ate , er 
Totel:— | Doh . 1702 Pe i SGee 


3e2(3) Division between curative é  preees cere (Pakiowal 


MOH services, ) 


The clearly felt need in villages is for curetive 
care, More F.H.Ws time is given to “thi g than to prevention 
(cf 4083234 minutes/ite;/amrt of 4 villages) 
and older childrm and wmen over 50 coming for illness 
care predominate as clinic attenders. 
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Age Children Age Women 
63 years LY 15-49 317 
‘ ae. ~ 5+ K4 

> 5 «years OA ced ' ae saci 
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4ii) Comp ari son. 
_ of populations 
_ covered by | 
_ curative and 
_ preventive 
_ services. 7 
3 | 
: 
_ iv) Comparison 
of time spent 


in curative & ) 
preventive care- 
between Pakhowal 
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Preventive carc, however, consumes less time, end igs 
Given to 57% of all Rersons served by the FH: her patient 
contacts are equally shared between preventive and curative 
work, Moreover preventive services reach out to much 
larger segnents of the population, covering 93% of child- 
=ren 0-3 and atleast 75% of eligible wmen within a 12 
months period, 


q reventivye Curative Total 
Children 13383 911 2O>L 
Women 955 33 1792 


To tal:- 2338 1748 1036 


nt a ee 
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Patient Visits. 


Children 2210 1721 3181 
Women — 4011 1779 2790 
To tal3— Byres 35060 6271 


Nearly: twice as much of the FHWs direct service time 
is given to curative compared to preventive womens care 
(39.4:2447 minutes/cohort day/1000 popn.) and to clinic 
compared with home visiting in the Pakhowal cohort, (In 
Maloud her time is exactly equally divided between 
preventive and curative care, as also between the home and 
the clinic) 


Womens services = i2 month err 


(Rates in minutes per cotort/day/ 1000 popn) 
MALOUD- 

Preventive Curative Total 
Clinic %55 Zhe’ 3146 
Home Zhe dee 3203 
To tal:= 320 31.9 - 63.9 

PAKHOWAL 

Preventive Curative Total 
Clinic 3.9 32,6 4105 
Home 15.5 6,6 2ReD 


i)Distribution 
of items of 
service, 
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3.2(4) Preventive Care - service schedul eg. 


Preventive services comprise neonatal care, well baby 
examination, routine weighing & anthropometry, dietary 
advice, antenatal & postnatal examination, family planning, 
2 months fertility survey. These services are mostly 
delivered in the home, Preventive services are assigned 


as follows: 


- 
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Breakdown of womens and child care preventive services 
(November December 1971) 


PAKHOWAL - visits & items of service as percentage of all 
preventive services given) 


Preventive wens services 364!Preventive Child Care 62% 


intenatal care 117: 463 
Delivery g 1% 


Morbidity (well 

baby) survey: 826 40% 
inthropometry 426 21% 
Dietary Advice 688 33% 


Postnatal care 128 10% 
Family Planning 376 30% 
Fertility survey G6 19% 


To tal:— 1236 0% 268 100% 


Preventive care schedules in womens & child care gervice, 
Fertjlity S} 


introductions 


The nurse auxiliaries' influence in her commmity is 
related to her 'medical presence! being felt through the 
repetitive contact of the fertility survey, well baby 
exemination, and her use of the obligatory femily plenning 
entry points, 


One of her principal tasks is a constant review of all 
women of reproductive age in her practice, The complete- 
ness of this review rests on maintaining an up-dated list 
of married women in the community between the ages of 15 
and 49, Instructions on how to do this are given in the 
work manual, end her work is supervised by the nurse 
supervisor and physicion on their weekly visit to the 
subcentre, 


Review at 2. monthly intervals of all nen-pregnant 
women combines on encuiry about health, followup of family 
planning users, and qestioning about menstruation and 
lactation, This contact identifies high-risk families 
where pregnancy has supervened while a child is on the 
breast. It facilitates early diagnosis of pregnancy with 
arranganents for followup, Attention is peid to early 
diagwsis of intermenstrual, post-coital, menopausal, or 


owTrer 


| 10% 
post menopausal bleeding and other disturbances of 


menstruation, The FHW can als discuss methods of F,P, 
when indicated, 


Where it is the custom to seck brides from other 
villages the contact ig alg an occasion for the F.H.W,. to 
find out about daughters returning to the village for 
confinaent, Instructions for managanent and referral of 
these groups are set ovt in the FEW manual and standing 
orders, 


The fertility survey is the largest single iten of 
service in wmens preventive care. (49% of all preventive 
services given). Service recofds show that within a 2 ~ 
month period, coverage of the eligible population in the 
villages of Molovud & Pakhowal was 57% and 65% (November 
December) respectively. 65% of the fertility surveys in 
these tw cohorts were up-to-date at the time of review, 
in the sense that regular visits were being made as 
scheduled, 


It was the occasion for a total of 1511 home visits in 
poth colrts (in Novenber December 1971). Because patients 
are frequently absent from their lomes especially for 
seasonal wrkingin the fidlds, on 319 occasions no contact 
was made necessitating 141 repeat visits in order to 
complete 1192 surveys, Hach FH makes between 7 and 3 
hone visits each day for this purpose, of which about one 
fifth prove unfruitful. 


lige specific fertility rates below the age of 2 &ovor 
40 are so low that exclusion of these age groups from the 
survey while reducing the FHWs work load by 27% (for 
fertility survey) wuld only miss early diagnosis of 
pregnancy in 7% of cases. 


Morbidity - Anthropometric survey. 
Introduction: 


With recording the birth weight, each child in the 
community is enrolled into a systen of twell—baby' care 
based on routine weighing and monthly checks curing the 
first three years of life. Weighing comprises a quarter 
of all preventive child care scrvicese 


inthroponetric Measurements (P ckhowal) 


87 surveys were corricd out at home (No-vember- 
Decanber 1971) mostly weighing of new born and 337 in the 
clinic (2 children weighed per diem). 32o0f tho 
children under 3 were weighcd wititin the 2 months reviewed 
and 86% of the surveys were found complete and up-to-date 
at that tine. 


iv) Mo rbidity 


> Survey. 
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Children whose position is found to falter on the 
weight curve are oomolled in a rehabilitation feeding 
programme for which during the past year the community 
has provided much of the feeding stuffs, 


Morbidity Survey - (Weld baby examination). 


This is the largest single preventive child care 
activity (40% of all items of preventive service), It 
ensures that childhood illness and failure to thrive igs 
detected at an early stage, 


423 home examinations were made in Pakhowal during 
the & week period reviewed: 4.2 completed surveys per 
diem, The coverage of 0-3 child population during this 
period was 934, and 79% of surveys were complete and 
up-to-date (Nov. Dec. 1971). 


Dietary Survey and Dietary Advice. 


At the same time as the child is weighed (see 
inthropometric survey), the FHW tekes a dietary history, 
records the date, and gives nutritional advice tc the 
mo there 


The survey was completed on 160 children, comprising 
35% of the 0-3 child population, and advice given to 386 
mothers (mothers of 85% of child population) - Pakhowal 
Nov, &Decenber 1971. This is the second largest single 
iten of service in the child care programme: 33% of all 
preventive child care schedules, I+ is always linked 
with other services viz. weighing, well baby examination, 
fertility survey,post partum or weaning period F,P. 
advices 


Allocation of time 
between F.P, advice, 
service, and 
followed, 


Differing 
patterns for 
rm Bs servi cos ce 
~ in Pakhowal 

end Mal@uc 
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THE FAMILY PLANNING COMPONENT OF MCH/EP SERVICES. 
The intuitive method, 


In Nov.-Dec.,1971, 30% of all preventive womens 
service visits include itens of Family Planning, Yet in 
the course of the same two months family planning reported 
contacts in Paklowal appear to have been made with only 
19% of eligible wmen in the community, The population 
coverage in Maloud was 13%. 


In Pekhowal during all of 1971 60 percent of F,P, 


‘home visiting time was given to preacceptance F,P, advice, 
14 to service, 20% to followup. In the clinic 4OZ FP, 


time was given to service, 11% to preacceptance advice, 
36% to follow. 


In 1971 there was a steeper increase in Family 
Planning acceptance in Maloud villages, Whereas the 
acceptance rate in Pakhowal still remains higher, a greater 
number of women cease to practice so that the F.P, user 
rate in Maloud persists at a higher level, 


Fifty-two percent more overall time is given © family 
planning in Maloud, Time divided in the clinic between 
preacceptance interview service and followup is similar 
in both cohorts, Gignificantly less time is devoted to 
preacceptance and follow-up interviews in the patiots 
home in Pakhowal and could be casually related to the 
lower F,P, acceptance and drop out in that cblrt, Is 
diversion of the F,1.Ws time into the additional wrkload 
of child care at variance with the unhurried approach 
required for family planning education, reassurance and 
advi ce? 


———— a oe 


Combafi son: Maloud & Psktowal cohorts a 
12. months sampling in minutes/day/41000 population 


Clinic Both _ 


So me 


Pre-acceptance 
interviews etc, 159 <5 Lak 
Pers Service: O4 ten 109 


F.P, followup 0.5 Te 1.6 


- A ld ~~ 4 S i 
Totali= 248 3 | 549 Se Heh ae 
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fake by which the new methodology was introduced this year 


were discussed earlier (also see appemiix A). Assignment of 
low, medium and high profiles to all cligible women in the 
community: showed the following distribution: 


Pakhowal A coverage 72%) aloud yee 73%) 
High 357 ree 
Medium 115 135 230 
Low 230 


ye: 30% 


Family planning acceptance among these categories does not 


vary significantly between the two areass. 


ACK OF ACCIPTORS BY THRIR 'F,P,PROFILE! 


Pakhowal 59.9%  56,0% 234 6% 
Maloud piwie 52. 3% 26, 6% 


=) 


Coverage of the eligi ible population by new w iiiP, methodology 


The standardised tee et design of the new meshodology 


is planned to contact a larger proportion of. the eligible 
population with regular preacceptance IP, advice, 


Full implementation of the new service woula during the 
course of every 2 month cycle should contact 3p Of el: gible 
womens 


The following estimation is of actual numbers of eli gible 
women whom the FHW ig now required to contact within each 2 
month period (assuming profile distribution on 72@ of 
population is representative of the whole). 


Pakhow wal 
(4000 eligible wmen: 290 F.P, users). 
Noe Of persons 


Fanjly Planning Services eae eo ue, 
2 monthly follow-up: all FP, users ce 


Preaccep ti ance advice, Entry points through ee care (29 xe 
5972) 4 
n Wy it ecare( 4 72) 


Entry point No, 1,6 monthly (through F, Survey wae protee 3 oF 
; Fa.) of 3} Jf 

4, is Medium 16% 5 OF <a 13 

: Hi gh. " ee eae. 

83% of eligible couples). To tal:- $34 
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5, MATERNITY CARR. 

INTRODUCTION: General description of services. 
Confirmation of pregnancy during the course of fertility 

survey leads to 4 further antenatal visits at the 22, 34,36& 


38th week. Antenatal routines as far as possible are stripped 
of meaningless rituals: a logical content for each visitis 


defined. The central purpose of antenatal care 1s advance 


identification of high-risk cases, and this is within the 
capacity of the nurse auxiliary. Instructions for referral 
and for general safeguards are laid down for each risk group, 
based on present abnormality, past obstetric history, and 
variables such as age, stature and parity. 


Cover or safeguard (medical “back-up") for potentially 
abnormal labour varies from a medical presence in the area to 
presence of the physician at the patient's bedside, The auxil 
=lary completes her final examination with the onset of labour, 
Normal cases are conducted by the indigenous midwife, who 
throughout pregnancy has been present with the auxiliary nurse 
for antenatal examination, especially at the final visit to the 
patient's home at the 38th week. This has its ow special 
educative value, being the occasion on which the room <or 
delivery is chosen, instructions given for its cleaning, and 
the cleming of ali rags and wuselold articles likely to be 
needed during the delivery and reception of the-newly Yorn 
child, 


Five other clencnts in antenatal care are stressed’ 


(1) The management of associated ailments and diseases 
of pregnancy. | 


(2) Fuphasis on restoration of health in the mther, with 
the administration of iron and vitamin supplements, 
routine antihelminthics , and tetanus toxmid, 


ie) eee Education on the health, nutrition, and hygime of 
the unborn child, 


(4) Egucation in family planning whenever this forms an 
inseparable part of good medical care, Family planning 
advice is obligatory at the time of confirmetion of 
pregnancy at the 36th week, 2 weeks post partum efter the 
Sth to 14th day ceremonies are completed (for post 
abortion) - at the 6th weck of the puerperium and again 
when menses are restored at the 7-sth month after 3 
delivery. Appropriate advice on these occasions geared. 
to the family F.P. profile - etc. are indicated by use \, 
of the FHWs ‘Reproductive Clock'. The FHW use of these — 
entry points is supervised by the FHS. 
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(5) _—-‘ The care of other siblings, Foutine weighing of 
other 'at risk! siblings below 3 years, whose care and 
nutrition may be affected by the swwervening pregnancy 
replaces weighing of the mother, 


2 With the auxiliary nurse living in the village, the 
physician at the primary health centre, and the nurse supervisor 
at an intermediate point it is possible to provide rowd-the 
-clock cover for higherisk cases, Amalysis of "out of regillar 
hours" activities of the FW reveals that she is called on an 
everage to one maternity case per week during night and evening 
time. The auxiliaries! manual gives details of simple classi- 
-fications of ‘danger signals! in lebour, with eppropriate 
instructions for management and definition of these conditions 
for which medical aid must be sought, 


A-wysem of rapid communication is required between more 
remote areas and the primary health centre, Unless help can 
readily be summoned in emergency the community will look to 
alternative indigenous sources, 


3. . Postnatal and neonatal care are continued in a routine 
of 4 visits to mother and child during the ist fourteen days. 
At each neonatal~postpartim visit inmediate feferral.is aiso 
required in 2 check list of 14 conditions including jaundice, 
green vomit, abdominal distension, blue baby, fits, cord 
conditions,fever or hypothermia, 


4, dnalysis of maternity services (Pckhowal & Maloud) 
Three sources of data are available: 


urce A: Womens service & obstetric records of all 
naternities during the 6 months period - July 1- 
Dec. 31, 1971 (Sr. Vohra) yield data on 246 
maternities to incoming, outgoing and local 
parturicnts, (Totel virths recorded by V.%. 
survey in this period were 252) 


Surce B:A report on 247 deliveries during an approximate 

. period of 12 months from carly 1971 to end of 
that year, (incoming & local parturients only) - 
This study was carried out in Jan/Feb. 1972 by 
tw visiting graduates from #11 India Institute 
of Medical Sciences. 


Source C:The management and treatment of 163 matermity 
cases at Pakhowal and Maloud during 6 months 
period (from Sept. 1- April 30, 1971) see 
4970/71 annual report pages 22-25. During the 
first half of 1971 new womens service routine 
were introduced. The second half of 1971 
represents a stabilised period. 
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Coverage of 


Antenatal 
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Coverage by RHRC. 


services of total births in Maloud 


ana Pacowal (idly to Dec., 107isloodlginemins Ua *3 tag 
parturients). 


(Total birth events reported by the V,S, survey for this 
period were 252 of these 201 (80%) received R.H,R.C. antenatal 


care, ond records relating to pregnency or delivery were 
maintained for 246 cases). 


Age (i stributions 


Age distribution of 247 parturients (Source B) was as 
follows: 


Age group Number _ Percent _ 
15=19 2d, 947 
B— 24, ea 36,8 
25-29 §3 3306 
30-34 37 14.9 
35— 39 8 ye 
Leaky, 2 0.8 
Non-recorded 2 6) 
ot SL aan er AF 99-8 


ee 


Pregancy Diagnosis (Its relevance to the-dsbortion Act, ) 


The 2 monthly fertility susvey routine <euld disc O86 
gestational amenorrhea within the first & weeks of pregnancy. 
Yet only 16.4% were diagnosed within the first trimeste- 
(Source By; (The completeness of the survey was 85% in 
Pakhowal ond 87% in Maloud villeges Novenber-December 1971), 

Early recognition of pregnancy 3 a (ie 
dbortion dct is to be available to worn li-ring in rura: areas, 
Termination of pregnancy ocfore tae ovh week is a safo and easy 
procedure; between 8 and ji< .ecks associe eted with creater blood 
loss; beyond 12 weeks it becomes dangerous t carry out fron 


below and is subject to differens statutory requirement, wiser 
the Act, 
Stendardisation of family planning erview procediwes 


this year at Narangwal now entices & sat tion phe tuc dbor tion 
ict to be given to suitable categories nt the time progneney 
diagnosis by the F.U.W. (2nd family planning entry point). 
For this reason the 1st antenasel examinavion is New carr.ec 
out as goon as amenorrhea is reported in preference ‘wo 
awaiting confirmation of pregnancy by ar Ba ainda. palpation, 


inte-notal care 


Coverage by antenatal services is ensuroc by early 
disclosure of pregnancy to the PHW through the fertility 
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survey. Despite-31% (52/167) of local mthers.so examined 
eventually delivered elsewhere and a further 43% (87) of all 
confinements came from other villages at an advanced stage in 
pregnancy, antenatal supervision in the village was given to 


_ 201 cases ise, 80% of all parturients whether incoming, local 


or outgoing, 


Of thse given anteatal care, 73% were examined on 3 or 
more occasions (average 3.5 visits: service manual requirement 
4, visits) Heb. estimations (Tallcuist) were done in 50% on one 
occasion and 48.2% on 2 occasions (Source B). 


Tetanus Toxoid, always included in the antenatal schedule 
of the 4 Pakhowal villages, was introduced to Maloud (7.8.71). 
Forty-five percent of mothers delivered in Pakhowal and Maloud 
in 1971 (Source B) were given one or mre injection of Tetanus 
Toxoid,. . 


Identification of high risk cases and their referral, 


Advance identification of potentially abnormal Labour is 
the central activity in antenatal care, Rules for categorising 
obstetric risk factors were taught in Nov/Dec., 1970 and 
introduced early in 1971, Comparigon of data from sources A, 


B& C illustrates the gradual adoption of this policy since 


its introduction. 


The percentage of prepmancies in which obstetric 
categorization by the F,u.W, was carried out in the 


ante-natal period. 


No,of %of all 

cases cases 
Sep. 1970 to Apr. 30,1971 531 Lg Surce C 
Jan. to Dec.1971 of all cases 247 Ln SU ie, eee 
July 1 to Dec, 31,1971 of tall 
cases(local,incoming & outging) 246 713% aug 
July 1 to Dec. 31,1971(of all as 
cases exatitined antenwsitel ly). 01 91h <a 


The categories assigmed were as foliows: 


Source &f Source © 
July-Dec. 1971 Sept. 70-dpr.7/ 
(201 cases) _.. (146 cases) 


Category I (noxmal cases) 15% 38h 
Category II (Obstetric abnormal- : 3 
~ity in current pregnancies). 5% ‘Lh 
Category III (Bad obstetric : eS 

history). 150 5dh 15, 


Category IV(Stature, age, aie ro 
parity & other varlablss). 3L.0 59) 10% 
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55% oases were assigned increased risk categories. In _ 
&% examination of the records revealed categorization to be 
inoorrect. (Compare 21.9% of Source B cases from earlier in: 
the year), 23% 0f high catespry patients were referred to the. . 
project physician and 30% to the F,H,Supervisor, Survey of 117. 
perinatal deaths between September 1970 and March 1972 showed 
recognizable obstetric risk factors during the preceding ) 
pregnancy in 78%, The comparatively sophisticated metiodology 
for identifying high risk cases can be taught and successfully 
implemented by nursing auxiliaries (of 91% coverage), Although 
referral of all high risk cases to the physician is remired 
by ‘standing orders', this is not being completely implemented, 


abo 
Place of delivery, birth attendant and outcome: 


From July to Dec,,1971: 44 percent of parttrients were 
delivered at home, 

16 percent of parturients were 
delivered outside the 
village, 

31 percent of parturients came for 
delivery to their maternal 
home in the village, 

7 percent of parturients place of 
delivery was not recorded 
(Source 4). 


Ninety-five percent (235:247) were domiciliary confinaients. 
31% of all local & incoming birth events were attended by a 
member of the RHRC staff (cf.25% in 1971 report:23% source B 
report) . 


There were 11 still births (4.5%) recorded among 247 deliveries. 
Birth weights were talzon after 168/185 (90%) of births occuring 
in the Pakhowal & Maloud villages(Source A 2nd half of 1971). 


718% (139) of weighed new born infants were above 2500 gms, 


oe, a) a oe a i" ti " below 2500 gms. 
1%, ( 10 " " 1! tf It i below 2000 gns. 


(Source A) 


Po stnat care 


Postnatal care was giver to 182 out of 185 mothers 
delivering their child in the village (90%) ( Source), 
Three or more postnatal visits were made in 70,1 of cases 
(average 3,3 visits) (Source 3B), At only 13 post-natal 
visits was the giving of F,P, advice recorded (7%) 6 
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6, TRANSITION FROM DELEGATED TO PHYSICIAN 


During the course of 2 months, clinic services are 
given to the following seg +s of the community. (based 
on Nov.eDec. 1971 sample). 


Population attend 66%. of the child population wmder 3 years (sick child 
jing the subcentre -ren or for regular weighing) 

inic: the t 20% ef older children (illness care) | 
of services they _ 32% of eligible women (illness, antenatal care or F,B) 
recelye, 400% of wormeri over 50 years (illness care) 


86% of the FHWs services to clinic patients are for 
; curative care (2603/3040 itens of 
service: Nov.Dec. 1971). 
56% of all clinic services were to wmen (564); 
especially wmen over 50 years of: 


aie age (30%). 
Gurative care to children : 325 
Curative care to wmen 15=49 23% 
i Curative care to wmen > 50 30% 
Weighing of children 41% 
Antenatal services © 1.17 
; zk _ Family Planning Services 201% 


s The ANM is taught to take a history; conduct an 
; oxamination by observation or touch, vaginal examination, 
pulse, use of thermometer, blood pressure machine, urine 
and Hgb. examination; to refer to her "standing orders" 


for direction on management of the case, to explain the 


Standing condition to the patient and record what she did, She is 

orders lealso taught to recognize shock, dehydration and allergic 
E reaction Se 

Refe "Standing Orders" classify symptoms and associated 

pointse physical agns which the F. H.W. can elicit, For each 


‘symptom complex nursing care, appropriates drugs and 
treatments are doseribed, whon to refcr to the physicia 

f (referral, points) or nurse supervis@r (LeIkV.) or 
transfer the patient to the healta centre. 


According to the patimts condi tion referral nay 
bie be immediate, the seme day, 24 hours later, in 3 dayg, 
at the nett physicians visit, after 1 nonth. 
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In addition to obstetric "danger signals in labour"! 
there are 21 obligatory situations for which immediate 
physician assistance is sought: dyspnoea, irregular pulse, 
cyanosis, unconsciousness, shock, dehydration, congul sions, 
pain in the cyes, the ears,in the abdomen (if sudden, or 
with distension, fever or vomiting), fever of certain 
degrees or duration, clicks, plotoplobia, allergic reaction, 
childhood diarrhoeas with dehydration, bleeding under 
specified circumstances, fracture, snake bite, certain dog 
bites, burns of face or with skin destruction, 


This systen leads to referral of $.6% of all sick 
children and 11% of women (Nov. Dec. 1971). Considered 
by age groups the systcn ensures a higher referral rate 
for illness among children wider 3 (25.4%) than older 
children (2.8%). A higher rate for cligible wonen (19.1%) 
than older women (7.3%). (18% cf referrals fron the 
eligible grou are for fanily planning.) 


THE GLINICAL CONTENT OF THE FuWs SUBCENTRE CLINIC: 


centre by the nurse amdliary, 


In 15% of cases the complaint was neither defined 
nor recorded, Fever (9%) and respiratory infections (21%); 
ear, nose and throat (104); alimentary troubles nainly 
diarrhoea in children; constipation and indigestion in 
adults (12%); skin (6%) and eye (3.6%); complaints and 
musculoarthritic conditions in older women (6%) are the 
common currency of subcentre practice, Recurring middle 
ear infections, a consistent feature in about 5% paediatric 
cases, was rarely diagncsed in adults, 
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Fever & general 


infections 3g aa 66 6 308 98. 
Headache 56 | 60 | 66 59 140 

Injuries 5 05 2A, 64 
Nutritional : 

deficiency ee 3 

Eye eee) 23) Jee) ee OL 48) ae Lg 
oT cold;| 65 | 83 11.6] 81 9.8 | 127: 968 | 338 10% 
Rogen infoction!OP ie a5 19.8 | 187 26.3) 162 5 aye |) 254, 22.7 688 21% 
Musculo- — | . 

-arthritic Paen| 11 165) Olea 112 70 188 6% 
Blood, Anemia 19 4e4) 7 1 ee ae | (peas Oia 43 3 
Scin 19 44) 76 1006] 62 627 | 52 aol oa 5p 
Gynae & GU. Meo? 2 0,3) ae 4e9 | OF Ree 73 | 
SLimentary | 66 5e4| 57 8 1118 15.7 | 155 13.7) ee 12% 
Cardiovascular | 2 005) - - | 23 25) 9 24 54 | 
Tildefined or | | 
unrecorded | nS. 18 eg here 15 


Total st= 


| 
712 100) 9 eae 1719: 100) SiS e 
| ¢ 


{ 10 THE PHYSICLAN 


Clinical conditions @11 children with lower respiratory disorders, and 
referred by the 29% of advlts with those comlaints were referrod to the 
Fe We physicians. bees Sty ‘tet of skin complaints in 


children under 3 & 9% of these in adults; 18% of childrm 
under 3 with fever a oa ‘al ailments; hh of this age 
‘group suffering from diarrhoca; and 11% with ENT & oye 
complaints, were roforred to tho physiclane 


Ce ae es 


a, 
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Referral indi.cess 


The degree of management of illness care by the auxiliary 
nurse and her referral of patients to the physiciar is en index 
1) to the delegation of clinical responsibility achieved by the 
service, 2) to the sharing of the total wile of work by ‘ 
distribution of man powor within the health team, and 3) a means 
oe the utilization and suitability of standing 
OTACrSe 


Expressed as a proportion (roferral index) of all persons 
served it indicates the degree to which clinical responsi pili ty 
is delegated; expressed as a proportion of patient attendances it 
indicates the sharing of the volume of clinical wrk by man power 
assignment within the tcam, 


erra Referral indices 


Persons attondonces 


Children and Wamen 0, 10 - 
nil children 0.086 an ae 
1 ERe women Oe 11 ” 
Childrenage Oa3 " " 1 0.254 Oe12 
" I 3 nn 0.028 0.024 
Women 15=49 — ee 0.191 0.075 
Women > 50 nnn 0-073 0.036 


J 


Go St Od 


i Un- {Gener |EyeBar |Lower Gol. iG,U, iGcin Mus,- niury | 
Type of known j-al + Upper | Regp. | Mouth! iskale |& acci Total 
patient other Resp, 1 & -tal dent 
2 | | 
Child <3 | | | 
Seen by FAN |61 [107 [144 | 4 ja 166 | 41 119 | 1 130 
Scen by Dr. | O 19 16 5 O te 0 8 ) 0 oT 
INDEX 0 0.78! Osti | 100}; O Je14, 0 O42 | 0 0 013 
| 
Child 3 | | 
Seen by FHW | 80 165° Sis 10 eee yO. 111 132 714 
Seen by Dr. | 1 4, ta ae 0 Mesa aeatag | Q-deee 19 
INDEX 0.01] ao2z| a@ca! #00; © | a02| 0 | a 0 |0,06] a3 
| | 
| : | 7 
Women 15-49 | | 
Seen by FW \787 [341 [32 144 | 50 [214 179 166 be iS 11467 
Soon by Dre | 15 =| 2 =| 11~—=«| 13 +) ea | 8 129 
INDEX | ace | gos} ao3| 030} az} a4] a3] sia Q.11 | 0617 | 0.05 
: | 
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(July 1971- 


& separate record maintainod by the project physician ° 
of all patiets (778) referred for physicians advice in suber 
centre clinics between July 1971 & Jan. 1972 was discussed 
each week by a group of physicians. Specific diagnoses were 
Teached as often as possible and agreement on the type of 
investigation & treatment appropriate for subcentre practice, 


Referral | _ One nmdred & forty-six (446) children were seen during 
this six months period (18% of referrals). 60% were under 3 
years: a reversalof the proportion of this age grou in the 
community (children 3: 3 ~ 66%:3)%). ‘ 


In the under 3 group the pattern of diagmosed discase 
was as follows: 


i)Referred — Marasius 20% 


Paediatric Chronic Otitis nodia 17% 
Probl ans. Upper respeinfection 142 
¢ Lower W ft 14% 


(Pneumonia, Bronchiolitis 
ono case cf TB) 
Skin complaints: boils 1% 


and impetigo 
‘Diarrhoea 6% 
Other 5g 
Undi.agno sed 12% 


In the small sample of clder children (46) with the 
exception of one case of tubcrevlosis, severe respiratory 
disease was seldom secn; otitis media was less common, No 
case of malnutrition wes referred. Skin complaints, 
injuries and diarriwea were the cormonest referred ailments, 
There was a pationt with rhewmatic fevertreated with 
steroids and long term poricillin, Piogross was monitored 
with serial ESRs. Only 2 cascs had to be referred to the 
health caatra. Managenont in the home and subcentre was 
carried out in the remainder, 


It is difficult to believe this tiny residue revrescnts 
the complete tally of 6 maths serious illness in a ehild 
population of 2345. The enquiry later this year into the 
utilization of medical care fron other sources will help to 
answer this question. 


ii ) Referred 12.7 percent of referred patients (99) in the clinic 
F,P Problens. came for family planning. J11 new cases referred 75) 


accepted a F,P, method 28 depo-provera: 11 oral: 36 IUD) - 
a measure of the effectiveness of preacceptance F.P,. advice 
already given by the F'W - Twenty percent were ref erred for 
followup problems which could mt bo handled by the HW, 


ANS 


302 women aged i4-49, 103 over 50, were referred to 
the physician between the end of July 1971 ana J anuary 31, 
1972. ; 


After medical consultation 86 cases (21%) including 
32 with ebdominal pain, ramained undiagnosed, 


Chronic respiratory conditions were the commonest 
identifiable referral. (16.7%) and the chief complaint in the 
over 50 age group (374) while gynaecolovical illness (16.7%) 
was commonest among wmen of cligible age (27%), 


Scin (9.3%); ear, nose and throat (6.9%); musculo~ 
skeletal (5%); Gastrointestinal tract (2.7%) and eye 
complaints (2.5%) with a residue of 40 cases suffering 
from a-wide range of diagnosed illness including injuries, 
anaemias, breast pathology, hyportension and diabetes, 
composed the rest. _ 


Pulmonary tuberculosis was diagnosed in 14 paticnts 

over the age 50, enabling measures to be taken to protect 
other manbers of thoir household, See frequency list of 

diagnosed conditions givon balow: : 


Frequency List of Morbidity ¢ oferred case 
Women Services (oxcluding F.P. & Matcrnity). 
(86 cases undiagnosed, including 32 suffering 
from non—specific abdominal pain) 


so 


- Bronchitis 3 
Bronchicctasis 


*- >.> Bobercplo sis 
. |, asthma ze) 


Urticarial rashes 


Scabies 3 
Ringworm 4 
2 
3 
1 
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Boils & Furmeculogis 1 
Eexzema 
Fungal infections 


Musculo-skeletal 


Arthritis se 
- Selatica 6 


= 
i 


Eyes 


Trachoma 
Conjunctivitis 
Weakness of vision 
Squint 

Corneal opaci ty 
Cataract 


Gynacolorical diseases 


= 


Vagini tis 
Dysfunctionel blieeding 
Infertility 

Cervical eYro sion 
Carcinoma of cervix 
Utero-vaginal prolapse 
Menopausal syrcrone 


a no & throat 
Nasal polypi 
Sinusitis 


C.S,0titis media 
Otitis externa 


Upper respiratory catarrh 


* * 
Gas HIT DCEeSULt. 


Helminthiasis 
Diverticulosis 
inoebiasis 


Breast 


Cracked nipples 
Carcinoma 


(aoc cn 


Infccted wound; 
Gischarging sinus 
Dog bite 

Diabetes 
Hypertension 
Smallpox 

Bells Palsy 
Urinary Infection 
Piles 


Wows oN 


wd ok 


ot ee ae pear 
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"2 
a 
3 
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a 1_gip FREQUENCY OF LINKAGE OF LTEMS OF SERVICE IN 
ATERN ZL, CHILD CARE AND FAMILY PLANNING, . : 


In dolivering MCH/FP care ono-tiird of all contacts are for 
preventive services: &7,6% of these are made in the home, Need- 
lessly repetitive home visiting is avoidable if maternal, child care 
and family planning components of the service are linked as often as 

possible, In this manner schedules become 'visit orientated! rather 
than 'service orientated', 


It wild require 34 visits for a patient and her family ‘o 
comlete a notional care cycle lasting 35 years, starting. six mnths 
before conception, following the patient through pregnancy and 
delivery to the puerperim, with managanent of lectation weaning 
and care of the infant wto the 36th mnth, A single item of 
service would be given at only 10 of these 34 visits, At the other 
a2 the frequency of linkage of miltiple services to mther and child 
wuld be distributed as snow in below: 


THMDRETICAL FREQUHICY OF LINKAGE OF THE COMPONENTS OF MCH/FP 
CARE SCHEDULES REQUIRED BY THE SERVICE 


(3s year care cycle: 34 visits) 


= 
Items of services 1 oe a Ae 6 
. 
f 
No, of visits: 10 egy 11 1 1 'To tal 389 itgns of 
| : service 
! 
THE LINK&GR OF SERVICES IN A 3} YEAR MCH/FP NOTIONAL CARE CYCLE 
Visit Time of — Content of 
No. visit, vi sit. 
1 Preconception: Fertility survey 
R Fertility survey 
3 Fortility survey & Fgnily Planning 


(4 or 6 monthly according to the 

paticnts F.P. profiic) 
dy Pregnancy: Confirmation of pregnancy & F.P. advice: 
Dietary Advice,well baby examinationt 
weighing (age £3) (If abortion occurs: 
postabortion examination +F,Planning 
advice) 
22 woelts &N. care & Dietary advice s 
Well baby weighing and oxamination(age/3) 
34, weeks AN. caretDistary advi¢e 
Well baby woighing and exam (age < 3) 
36 weeks A,N,caretFamily Planning advice 
38 weeks A,N, care 
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Visit Time of Content of 

N visi visit 

9 Natal. Delivery: Well baby examination & weighing 

10 3rd des ee stion of neonatal and 
postnatal cere ; 

11 Pucrperiun: Sth day: examination of neonatal & post 

: Natal-Care 

42 14th day: Family Planning advice: BOG/ 
Small Pox: Well baby examina tiomtpo st gt- 
-natal cere. 

1S: | 40th day: Fomily Planning advice: Well 
baby examination + postnatal care © 

14 Lactationals - 3 months post partum: Dictary advice: 
well baby examination and milestone 

checke : 

15 Fortility survey: 5 months post partum: 
Dietary Advice: DPT/Polio: weighing: 
well baby oxemnination, 

“6 For bilivy survey: 6 months post partums Dietary 


tlvices DPT/Polio, weighing well baby 
oxaemination, 


17 Fertility survey: 7th month postpartun: 
Por ily Planning advice if menses ee 
tary Agvice: DPT/Polio: weighing 
ell baby exenination and nines: check: 
13 : ertility survey: 8th month postpartuni 
ee advices; weighing; well baby 
oxanination and milestone, 
19 Fertility survey: 9th month postrartun: 
dietary advice: weighing ard wel. baby 
| examination and milestone. 
20(4 visits) fltornate months fertility survey: 
dietary advice: weighing & mileswue. 
(at the 17th: 13th: 15th: 17th month) 
(+F.P, according to at. 


21(9 ‘visi ts) Bvery 2 months from 19th to 36th month 
Fertility Survey(combined with F,P, advice 
according to profile) 

Combined on alternate visits i.e 4 month- 
~ly, with well baby exenination, weighing, 
dictary sdvice and milestone examination, 
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The following are the actual frequency of linkagcs between 
various services within child care or within womens service andj 
fanily planning, Data concerning linkage of child « care to the other 
services was not available for this roport, ae 


ACTUAL FREQUENCY OF LINKAGE OF CITLD CaRE ACTIVITIES 


(Nov. - Dec, 1971 Pakhowal) 


: C i gt V mn 6’) 

Tll- Immuniz- Moro: dnthro Dietary 
£CTIVI TY Ness -ation. Survey pomctric survey or 

Care Survey. advice, 
Illness care 18 0 ao i 3 
Immunization 0 0 6 C @ 
Morbidity Survey Be, 0 50 23 435 
énthropometric Survey 1 0 23 15 1 
Dietary Survey & advice 3 0 25 1 6 
Morbidity and Anthro- 
-pometric Survey 6 0 0 0 36 
Morbidity and Uietary 
Survey or Advice ee 2 0 0 0 


Note No,1: Neonatal visits which ere alWays associated with a post 
netal visit to the mother are not included akove, 


Note No.2: Combinations of 4 different activities during one home 
visit occurred 6 tines and heve been excluded from the 
above table, i.c. norbidi tytleM.+Di ote PIII=5 

1! +Tomnu,t | + tt =4 
REQUENCY OF LINKAGE OF WOMENS SERVICE ACTIVI 
Nove-Dec, 1971 Pakhowal) 


be OTS Vo ee 


liliness iéinte- Po st— Family Fertility 
ACTIVI TY care. natal natol Planning Survey 
Illness Care e) 0 os. 2 f fe 
éntenatal 0 78 0 1 4 
Po stnatal bs, 0 90 3 0 
Family Planning 2 1 > 95 172 
Fortility Survey 75 dL, 0 172 31 6 
PP & Fertility 9 0 0 0 0 
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DISTRIBUTION OF SINCLE OR MULTIPLE ACTIVITY HOME VISITS.I RHRC 
CC + WS + FP AND } WS Weer OO} DRTS anise NOVEMBER & DECEMBER 1977 
: ry The 


Activities cc + WS EP WS + Ly 

per visit COHORT . COHORT 

Children Womon Women 

> 15-49 15=L9 
One 80 579 ae 
Two 196 2 232 
Three 283 30 26 
Four 6 ‘S) 0 
Total visits 865 910 789 


SUMMARY 


A quantitative assessment is given of maternal, clild care and 
family planning services dclivered through four village subcentres 
to a population of 5300(Pakhowal). Cortain comparisong are made with 
a womens care and faxily planning service provided for a separate 
community twenty miles away in Mcloud (Population 4900). 


Delivery of health care is delega ated. Ninety percent of all 
curative care is managed(without ascistanca) by the wociiary Nurse 
Midwife. One 4N.M. serves a population of 1325 under supervision 
(one day in seven) from o Lady Hoalth Visitor and visited weekly by 
a physician. Amale family planning educator advisos wi thin these 
four villages. 


A longitudinal model of tho service has been constructed using 
the three dimensions of tine in giving services, number of patient 
contacts, and their clinical and Serva CC content. The age, caste, 
sox, parity and ‘family planning profi “410! of the an ation has been 
matched against those seguonts of the commnity using the service. It 
is found that seventy five ae ent of cligible wma, 00% of women 
over 50, 94% of children wnder three and 29% of chil drcn 3-i4, receive 
preventive or curativo care tron ithe luxiliary Nurse Midwifo within 
two months. 
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Assignment of service componats between maternal care, 
femily planning, child care wnder 3 years, ond gmeral illness 
care to all age grousis calctlated. Prevontive to curative 
care (57% : 43%), home to clinic care (40% : 60% of all service 
es), is measured and compared. The overation of certain 
policies, (vize identification of high and low rick obstetric 
patdents in 91% of all cases receiving antenatal care), and 
population coverage by an innovative approach to Fanily 
Planning are quantitatively ovaluated, (detual coverage of 
eligible population every 2 months under old mecthodolory 
was 19%:83% in the ddésign of the new). 


The clinical content of medical care delegated to the 
AelieM, is studied, The transition point between delegated 
auxiliary care and physician care is measured, 


The proportion of patients ultimately referred to the 
physician coming from differmt types of attenders at the 
ANM's clinic (19% of eligible women; 7% of women over 50; 
25% of children under 3; 2,8% of childron over three), and 
suffering from various groups of complaints is identified 
(referral indices) and fren this the extent is shown to 
which delegation of care is achieved in different segments 
of subcentre practice, 


The nedical problems referred to the physician and 
the final residue of identifiable illness which he sees, 
are listed, 


Lastly, the linkage between itens of service in 
maternal, child care end fanily planning is calculated 
and the extent shown to which these linkages are carricd 
out in practice, 


CON CLUSION 


Analysis shows the degree of delegation of care, 
coverage of the at risk population, and completcness of 
service tasks and achedules that is achieved (Fertility 
survey 85%, Morbidity Survey 794, Mmthzoponctric Survey 
80% etc.) It further indicates hw with appropriate 
planning and linkage of routines and frequency of delivery 
geared to community necd, a preventive and curative service 
can be sustained by on auxiliary nurse, under weekly 
supervision from a Lady Health Visitor, with a physician 
available in the background to deal with more serious 
health problans (10% of curative practice) and provide 
administrative, supervisory and instructional leadership 
to the health team. 


Certaim.problems arc ols wieovered. What is the 
justificction for heavy investment in curative esre for 
women Over 50 suffering fron a hotch=votch of minor ailnents 
with a low referral rate: headache, constipation, indi gestion, 
cough, musculo~arthritic and skin affections, or chronic. ond 
incurable conditions? If other espects of health care are 
accorded higher priority what is the feasibility of limiting 
services for this age grovp to emergency and exceptional 
care only. Could the MMs services thereby be liberated 
to cover a larger population of cligible women and : 
children? 

& more fundamental question is raised by comparison of 
family planning acceptance and service time given to home 
preacceptance interviews in Maloud and Pakhowal., If "effectiveness" 
is measurable by family planning acceptance it may be argued 
that diversion of time to child care could adversely affect 
the family planning programme. 


Whereas referral indices sconingly indicate satisfactory 
delegation and functioning of standing orders, closer stud 
reveuls a failure of some policics. While the auxiliary has 
mastered the intricacies of high rick obstetric case identifi- 
~cation, it is seen thet she fails tc refer these probla@s to 
the physician, Is this monotonous list of chronic end minor 
illness the total. clinical residue of six months curative 
medicine in a practice of 2,345 children and 1,707 women? 


To what extent is medical cid for major illness sought 
from other sources by villagers wh, having observed an 
auxiliary in their midst supported by a weekly visiting 
physician, choose only to consult her for chronic and minor 
comjaints? Do they sec in a research organization a staff 
one step removed from full service commitment? While 
succeeding in regular perfomance of woll baby and antocnatal 
exonination, fertility surveys, measuring and weighing rituals, 
and maintenance of good records does the project in sore 
measure fail to provide committed care? 


CHAPTER FIVE ioe! 


THE FIMILY PLANNING ONLY CELL 
SUMMARY 


An additional cell gpde wp of four new villages was added to 
the project during the past yeare The program in this cell consists 
of family planning only, thus fulfilling the requirements of the origingl 
project designe Staffing of these villages with appropriete staff 
(noremedical Junior Basic teachers) has been completed, baseline surveys 
mounted and preliminary contacts with villagers made. 


the Major components of the program in this cell include - 
population education, direct family planning motivation, and delivery 
of family planning services and followips, Individual, group, end mass 
approaches are to be used, Comparability of family planning services 
with other cells of the project will be attempted. Successful 
innovations in the family planning only ceil will be introduced into 
the other cells, 


Background 


Within the research design es originally stated there was the 
provision for a cell in which only family planning services would 
be delivered without accompanying health services, The implementation 
of this particular cell was delgyed for a variety of reasonse First, 
it was the opinion of many that in India family planning in isolation 
from health care was not a visble altertiativee Second, there was 
congiderable discusgion as to the precise definition of "family planning 
only", Finally however, the femily planning only cell was implemented 
during this past yer. 


Selection of villages 


In the fall of 1971 the villeges in three development blocks 
adjacent to Narangwal were scouted in order to choose the four villages 
for the new cells, The major criteria for selection weres 


1) Accessibility The villages should not be at too great a 
digtance from Nerangwal in order to maintain adequate 
supervision and commmnication, They should be accessible 
during the entire year includingthe Gonsoonse , 


“ 2) Demographic» Total population, caste ratio, and literacy 
should be comparable to other cells, | 

3) Other Services» The villages should not have any dispensary, 
subcenter or other health service within them and should not 
be near a primary health centers 


——_ 
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4) Family Planning Acceptance~ The level of family planning 
acceptance should not be too much above the average of the 
other villages already in the study at thatime services were 
started in the latter, | 


5) Gluster- The villages should be clustered in a group which 
woula permit easier supervision. 


The four villages were chosen in the latter part of December 1974. 
Selected data comparing these villages to the other cells of the 
population project are given in Table 56146 In January 1972 the social 
scientist held a series of meetings with the Panchayat members and 
informal leaders in these villages, introducing them to RHRC, its 
objectives and programs, the kinds of activities envisaged in this 
cell and its limitations (the major one being the absence of any medical 
care at all). The panchayats were also asked for help to locate housing 
facilities for the workers and for clinic space, 


Staff 


Whilst negotiations went on, issues about the kind of worker for 
the cell, activities envisaged, and programs for training of the workers 
recruited engaged our attentiong It was decided to have a nommedical 
woman with training as a Junior Basic Teacher(JBT)» She was to be 
called a Family Planning Educator (FPE) and was to be posted one per 
villagee A non-medical individual was considered desir-able so thet 
she would not be in a position to give medical caree In addition a 
JBT was considered a good alternative to an ANM( the basic worker in 
other cells) since she would have the same number of school yearse © 
Her background in education was an added factor since she would be 
involved in population education programs as part of her activities, One 
Male FPW was to be assigned for all the villages, similar to other 
cells of the study, The immediate supervisor of the 4 FPEs was to be 
a wolhan with masters level training in education or social sciences, 
Actualy delivery of familyfservices (cegs insertion of IUGD, etc., and 
followup) was to be provided by the visit of an FHW and physician once 
a week to each village. Overall direction of the activities of the cell 
was to be provided by the physician and a social scientiste 


Advertisements placed for FPEs had a tremendous response indicating 
a large reservoir of individuals with JBT training, The FPEs were 
selected on the 1st of May 1972 and immediately started an 8 week 
training program, In the meantime renovations were made in the houses 
selected aud!the clinics in each village were equipped for FsPe 
SCrvicese 


=| 


Basic Information sbout the Five Cells of the Population Project 


Population Scheduled Castes Percentage Literate _. Literacy No.of No.of 

i Male Female ake Male ae nes pf; bia ‘ Male Female Tot eye houses a os 
COFFP 2403 2060 4463 962 828 1790 = 40e10 956°. 537 1493 B2p45 685 708 
Wst+FP 2568 2243 LET 660 = 759 1625 33077 af @ ite | | ISIE: Blso9 788 849 
COLWStFP 3042 2571 Sg oid eecaee oe 4696 30621 4144 626 1767 = 3148 967 4073 
FP only 2821 2509 5930 = "ge <= 742 1539 = 28687 cas ie Saas 8 1980 37674 S74 899 
contol 2575 2323 - age 929 701 «1630 33a 1152 762 ANIA 39007 0 I 8D 


Notes: The information is based upon the 1971 Census of India. 


CG-=- Child Cares WS = Women's Services 
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4n innovative feature of the family planning only cell has been 
the womens", meetings held in these Villages, Although the Panchayats 
had given their approval to the program wo thought it desireable — 
to inform the women about the programa und ask whet they would like ug 
to do (as long as it would not violate the research design). The 
Main demand was for medical care which we had to politely but firmly 
refusee It continues to be a demand we are having to resists We h:ve 
not found a demand for literagy classes despite our constantly 
reminding our womens! groups that the girls are teachers and 
available to them if they would like to learn to read and wWites. At 
one time we had contemplated combining functional literagy with F.P, 
in the cohort. But this met with the crit&etym that the cell would 
then not be a "FP only cell", This factor in combination with the 
cool reception given to all suggestions that the women use the 
FPE's to learn to read and write have dampened our initial euthusiesm 
about a literagy prograli, 


The FPEs took up residence in the villages in July 1972. They 
had prepared lists of eligible couples by that time. The first visits 
they made consisted of introducing themselves, their tasks ond 
answering questions related to their work, Subsequently they have 
started to draw up family planning profiles for each eligible woman 
and to give appropriate FeP, messages to the women. At this point 
monthly visits are contemplated to each clizible couples We have 
found it necessary to introduce the concept of priority ratings along- 
side that of the F.P, Profiles As the FP. profile is more reflective 
of obstetric considerations, a demographic measure of how greas the 
need for FeP, practice of a couple is also being elaborated. 


At the time of each household visit the ¥PEs ares 


1) writing visit schedule remarks in Punjabi because of their 
limited expression in English, 

2) maintaining daily dieries-recording memorable interviews 
and difficulties, 

3) keeping records (vital statistics ad FeP, acceptor's Lists) 
Maintained in other cells. 


The current records in use will be reviewed and any changes 
deemed necessary introduced after a 3 montis triaies 
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Population Education 


Population education is usually associated with exposure of 
school and college going young people to demographic variations and 
consequences of overpopulation. In rural India a largely illiterate 
noM=captured audience is to be reached with the same message and 
the iumediacy and urgency of the protlom of overpopulation without 
recourse to formally established 4ngtitutionse The FeP. alone cell 
contemplate using: 


1) dn individual approach- Once a month visits to all cligible 
women with advice suited to the individuals and in the 
context of the couple's needs and conditions, 


2) A group approach» Fortnightly group meetings are to be arranged, 
initially in two of the villages, Session plans and tools of 
evaluation are being prepared and pretesteds 


3) AMass approach- Monthly film shows are to be arrangede At a 
future date puppet shows are to be startede Both these will 
primarily have FePe messagcse 


Family Planning Services 


A weekly FePe clinic has been started in each village, conducted 
by a RHRC physician and a FHWe The clinics shall provide the full 
range of contraceptives available in RHRC as in the other cellse 
Minor ailments occuring amongst the FePe acceptors will be treated by 
simple palliative measures, The decision whether to treat women 
complaining of infertility has yet to be resolved. 


The family planning services are to be as similar as possible 
to other cells of the projects Certainly more time will be spent in 
education and motivation, However 1% is contomplaicd that successful 
innovations developed in the F,Pe only cell will be transferred tc, 
and used in the other cclls, thus making thefauily planning inputs 
in all cells comparable, Although quantitative and some qualitative 
differences will persist, the latter will be measured by the 
Functional Analysis studics and used when the data from this cell is 
enalyz ede 


Data Collectiomw- 


By early June 1972 houses had been numbered, maps made and a 
census of the villages was under-taken, By early July the soci O-econolic 
survey and the baseline pregnency history and KAP surveys were started 
It is planned that the Functional Analysis studies shall be covering 
the FeP. coll by fall 1972. The consequent evaluation can then be 
used to modify and improve the progralts 
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NDIX 14! 
ID FIM ANNING 


(Standard interview procedures for family planning home visiting in 


SUMMARY 


Investigation of the background of Famil j i 
y Planning acceptors in a stud 
population of 10,424 at the Narangwal Rural Health Research Centre » has foatee 
identification of the occasions and the factors comprising the family planning 
equation of the family as a whole, which determine the need for FP, advic ©, 


By matching the content of the F.P, interview to each cecasion demanding 
FAP, advice an attempt is made to stamlardise counselling procedures for F,P, 
by the auxiliary mrse midwife, 


Working guidelines to the mrse amxiliary are incorporated in her field 
marae.) of instructions, These are simplified in the form of a FP, referere 
Clock’ = a teaching device which presents the patients family planning =.’ 
"profile", her attitudes, and position in the routine care cycle of women 
services, in a readily intelligible form to paramedical yorkers in the field, 


This systematic approach ig being tested at Narangwal with appropriate 
supervisory checks built in to omsure reproducibility in other situations, 
and an ongoing evaluation to observe its effect, 


CT ION 


A new approach to integrating Family Planning through maternal and child 
care, is being field tested at the Johns Hopkins Rural Health Researea Centre, 
Narangwal, The method defines standard procedures for family planning home 
visiting, The system is integrated through a framework of MCH care given by 
murse auxiliaries in 11 experimental village subcentres: three of these 
provide child care alone, four women services, and four deliver combined M,C./i, 
Cares 


Worens services are delivered through a care cycle in which all eligible 
women @re under constant review from marriage to monopatse through 2 monthly 
home visiting in the nonepregnant menstruating condition; L antenatal Visits 
following diagnosis of pregnancy; 4 visits in the post-partum period; a final 
postnatal contact at the end of the puerperium and 2 monthly home visiting 
during lectation until she again returns to the non-pregnant menstruating state, 


In contrast, child care is a linear activity through which all children 
upto school age are supervised (weighing, observation of milestones, measuring, 
immunization, dietary advice, well-baby check with medical care on demend from 
3 to 14, years), Weight faltering singles out the malnourished child with its 
proneness to superadded infection and the ircreased risk family from which - 
comes; these children are enrolled into a commnity supported supplementary 


feeding programme until restored to their normal place on the weight curves 
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women and children at clinics held 
The physician deals with referred 


Curative care is given on demand to + 
at the subcentres by the nurse auxiliary. 
Cases only, 


This service is amenable to supervision and is beli 
ae 6 lieved to be reproduci 
within the fiscal and manpower constraints of the Indian Hoalth Sao Saas 


THE ANATOMY OF FAMILY PLANNING ADVICE 


Alternative approaches to family planning inc lude:.. 

(a) An intuitive approach, in which the ¥,P, worker, armed with a fey slogans 
adv-ces those who seek it or who are known to belong to high age and parity 
EYOUDS « 

(b) The Campaign, for which techniques for the preparatory approach to the 
commnity and subsequent follow up are gradually being revealel, 

(c) A systematic personalised approach, deseribed below, in which a F,P. 
service at -ealth centre and subcertre level is delivered through M,C.H, 
care, This approach is based upon the identification of those situations 
in which the health or survival of the child, the mother, or the family 
as a whole, are scen to be sateeguarded by spacing or family limitation, 
and the use of advice, motivation or persuasion appropriate to each of 
these occasions. 


These alternatives are not mtually exclusive: the mass approach which 
targets higher parity couples, if combined with good follow up, may effectively 
lead to a Jonger term campaign which relies on a more personalised approach to 
gain acceptence from lower profile subjects, 


Family Planning: the intuitive apnroath: Por two years Family Planning services 
have been provided to Narangewal villages by sn intuitive low-key approach based 
on contact by the nurse auxiliary and male ©.P,. worker with the patient or her 
tusband referral to the physician and follov up of scceptcrs, Pressure ta-tics, 
economic and other incentives were avoided, no targets were imposed. 

Recognition of natura? opportunities for FLP. was lett to the yorker's judgment, 


Intuitive judgment proved an effective instrument. FeP, contacts os. 

comprised 13% of all womens service contacts in the home or clinic3 iv eshievea 

a fet 2 si te (ox Mens? : 

42% acceptance among married women aged 1/~49 (eligible women) and a 28% current 
user rate, 


Family Planning analysis of the svstematic approach: (1) ident ifying the 

jie Nontry noints* in whieh “Intesrated Tani iv Planning" integrahes. 

, faternal & Ghijd Heath Serviecs, Recognition of appropriate subjects and 
occasions for F,P, may not come easily to a young unmorried nursing auxiliary. 
While not minimizing the value of such an insuilive approach a seares was ie 

it o id Ss by investigating the background to each 
to provide it with a more solid base, by investigatene vit kg goa: 

oe . Ls wee ay qoa4 ’ am “ ii 

new acceptor~ and identifying the circumstances and oecasi.on which le ote 
advice being given. 
ly child & matornal well 
or Limitatione These 
cocurred when 


Thirty situations were distinguished inwhich ~am. 
being appeared to be promoted by advico for cuild spacurs 
* ae *. OPP) yw BD antrie a) 

situations, offering natural opportunities Tor Her, ance, 


ee 


v0 Spe” 


1 Daphy 
pregnancy was diagnosed, at subsequent antesnatal examinations, in the 
puerperium, lactation, at the time of reeestablishment of the menses, duriig 
weaning, during 2 monthly routine home contacts, at the time of materne] and 
child illness at wellebaby clinics, while giving immnization or supplementary 
feeding, child weighing, in connection with abortion or pos teabortion 
eXamination, when pregnancy supervened with another child on the breast, when a 
child was displaced prematurely from the breast by birth of a sibling, in 
roaring premature, delicate, underweight or twin infants, in the preserce 
of social or economic threat to the family etc., etc, 


These situations may be said tobe “entry points" at which Pamily 
planning integrates with maternal and child care, 

This cumbersome inventory is simplified by classification into obligatory, 
contingent and judgmental occasions, 


(a) Obligatory occasions, These are & occasions when Family Planning advice 
is always indicated as an obligatory and inseparable part of medical consulta. 
tion: as follows: 


(4) Confirmation of pregnancy (when the patient usually confides whether 
the pregnancy is wanted or unwanted), 
(41) Post abortion examination. 
(iii) 36th week antenatal examination (when a reminder about spacing 
is appropriate), 
(iv) 14th day post-partum examination (the topic of F.P, should de , 
avoided until after the postenatal ceremonies are celebrated), 
(v) 6th week postnatal examination, 
(vi) &t the 7th month (when re-establishment of menses forces a 
conscious decision about the future). 
(vii) Weaning period. 
(viii) At routine survey of all eligible women in the commnity, tne F.P. 
topic needs to be introduced from time to time, 


These occasions interdigitate with the repeated c are cycle upon which 
the delivery of women services is based, If routine use is made of those 
opportunities a contimious family planning reminder and review 1s maintained 
on all eligible women in the community who are not acceptors, 


(b) Contingent ocegsions. The preseme of ecrtain constellations of events 
may indicate need for F,P, advice c.g, urwanted pregnancy, septic of induc ed 
abortion, failed contraception, sibling displaced prenaturely from vhe breast, 
rearing the premature or délicate infant, certain chronic meternal diseases ct, 


(c) JIpydgmental occasions. Those situations in which the discretion of, ee } 
murse suciliary or FeP, worker mst decide, depending on the patients i 
to FeP, etc., when and how often aivice should be given, This particuts “4 
refers to the routine 2 monthly hone visit health review made on alLigsten te 
women in the commnitye 


Analysis of the systematic approsen (2) Determinants os of FP. aAdviSOr 


’ . £ ai aT * 
> Ld * 4 | - 4 +] Fag 3C a | Z — OL en ry 
Whereas the occasion for advice is sct in motion py the recognition 
. . LL * 
points" certain other factors detcrmine the type of 


. he po “Doar 4 . 
advize to ve givens 
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a) the patients FP, profile, 

b) her basic attitude to Family Planning, 

53 the family planning equation of the mother , child & family 
certain absolute medical indications, ie 

(a) The Family Planning Profile: Parit » mumber of sons, sp2ci 

youngest child basically determine tho be for Family ae ee 

directly with the first tyo 3 and inversely with the second two factors, 


Basic variables ofil edi file High profile 
1, Parity (living) ons en as 5 6 Os 
2e No. of sons (living) O eae y cee 3 4 5 64 
3. Spacing (years) Gap eS. f, = 214 1 ete, 
4. age of youngest (years) 443 2 1s 103 hee 
ERE. 


There are 4 additional contingent variables, the presence of any of 
which places the couple in a high profile category. 


low Medium High profile 
Child of marriageable age $ oc cee Yes Mer 
Maternal chronic illness : os ~ Yes | 
Failed family planning or H/of 3 
septic or induced abortion +s. - - Yes 
Malnutrition in the family = ¢s - ~ - a Yes - 


The profile is dynamic, modifies after each succeeding pregnancy, 
irnereases with the number of circles drawn-around figures toward the right hand 
Colums, and requires revision follmwing each delivery, : 2 Daas 


(pb) The patients basic attitude to family planning: Just as tprofile! ‘may 
influences the content and frequency of subsequent Family Planning contacts, the 
patients initial attitude towards Family Planning i.e. 


“whether approver or disapprover,. 200 
former user of F,P, or “never user", 
seeker for F.P, advice or nonessecker, 
establishes in advarce whether or not the patient is basically one's friend 
or enemy, This knowledge my further modify the appfoech to the Family Planning 
interview. 


(c) The family planning equation of the Family: .4g mentioned above ac ount 
mst also bet aken of the well being of the child and family as a whole, Where 
poverty alcoholism or drug dependance of the husband affect the family's 
nutrition, where economic balance is in danger of being disturbed by further 
pregnamy, where the rearing of an underweight or delicate child would be 
threatened by supervoning pregnancy, premature displacement from the breast, or 
failure of lactation cte., family planning advice is indicated. 


( -136- 
a) Absolyte mecical indieations: Ro eardless of profile or position in the 
care CyCle, Seether conteption may be iontenindic ated by asthma, epilepsy, 
Sate 2S y heart dissase, tuberculosis, syp hilis, lunacy ote. Sincco the 

“ag . Ness eord pee oe nee Base ye Se x é Pie’ 
ee SU oe eee 2 conditions is establis shed by the physician it is he who 
initiates Vir. eaavice in these Cases ane a not the nurse eux diliary, 


Matching the inverview to the ocayion, 
s bys far domonstvateg how the F.P. approach is initiated by 
o SIT eee Par | cy ey Ny ° 
Tee Ota of Penn y Points’ and modified by certain other determinants, 
Without attempting to structure theirterview itself? broad distinctions are 
recognisable betwee. 


a 2 al ~ kote . 
(i) Family BE an if! iat 24 ‘eauca OME OTe: Le é Le ‘ dis Saas lot Pee ker presentati 7 20n or 


Family planning options available patient, 
(ii) Fans ily plamiin 1g "motivatlon": where ae conacquenses to the 
patient and to her family of nore children ore explained = 


(iii) Family plamming "persuasion" which becomes parniss ible when 
further ec he hoa constitutes a serious hagard to a patient's 
- health or to the well being of her family, 


This simple classification 2an be used as a general 1 guide to the nurse 
auxiliary or F.P. worker when Appr oes hing an Dice aa Advice appropriate to 
a high profile patient with grade TV haart disease would provoke hostility if 
pYlerred to a low profile case desiring the birth of a gon, Appropriate 
advice to a low profile patient before delivery might be inadequate a month 
later after the premature delivery of a weakly underveight infant or the 
birth of twins, «advice given during. lactation at the tine of restoration 
of menstruation when spacing becomes ati urgert question to be decided during 
that month, or adwice Poet Loe to the weaning period and the poss ible effect 
of supervening pregnancy on lectation and subsequent mitrition of her baby, 
are decply intluerced by the occasion on which F,P, advice is being given as 
woll as the patients degree of eligibility. The use of advice based on 
arguments Of nav.onal interest or world population is futile, whereas advice to 
village patkents drawing parallels with stock and crop=raising situations can 
be helpful, Above all, advice should be personalisod, 


STANDARD FAMILY PLANNING HOME VISTI INTERVIEW PROCEDURES « 


By application d the above analysis an interview guide for use at 
4 o 7 Ld _ 7 ae 4 an a e 
appropriate F.P, “entry points" in the care cycle can be standardised as foltows: 


Ist entry points: confirmation of preenamy visit: 


FP. education and motivation but no persuasion should be used 
at this visit (combine with well baby chock on other siblings 
in the family). 


Give F,P, education on the Motivation to adopt FaP. following 
options of the abortion act to delivery to: 


the following groups of patient 


; = 1 ue oF tae 
; Ls. 
To a) All who admit tec unwanted pregnancy a) Medtum & hi gh profile 
Ifo o | im s “4 x 3 9n~% 1 ante he a Rh e 
b) ee past history of induced or patients. 
) ae “sedan © b) "High risk" Category 
3) me ce of filed c ontrac eption antenatal paticnts 
qa Oo all high profile patLents ec) All with chronic diseases 
H -f + me mag PA ot = ‘i = WoO Cad 
e) To all still breast feeding for whom phySician has 
smote. = ey es % < Shee : x - = ¥ ak Jy = Mm Tas 
peenawure do licate or twin babies, advised FP, 
" - fie evo / nelnourished = ohiid d) To those who declined the 
in 6 fami lv. ceo aie sg: 
zs) Wh Soe . Segue option of therapcutic 
8 wnere COncept*on is within 6/12 abortion. 


of last delivery, 


ghd entry poin’s | 


et 


Give -outine FP. Se o all pasients 
pean eR 
FP. education (for sparing) a Poomotl ration PeP, porsuasion 
(for spacing cv (for limitation or 
limitation) urolonged spacing) 


a)To low profile casos a)To all 


(with exception of nediun 
infertility cases or low profile 
profile patients with no patients. 


son, or low profile 

patients rearing delicate 
or underweight child, who 
require FeP, 'persuasion!) 


ek antenatal visits 
\ 


ard. ontry points 6th 


FP, reminder to all including returring 


village (combined with well at health 


ad 
— 
——— 


ERS 


Am 
Education (for 16 months Motivation 
spacing) (spacing) 


a) Should be started with a)To medium 


all low profile profile 
patients (unless suffere patients , 
ing from infertility, not raising 
or already raising a premature 
premature or delicate or delicate 
infant.) infant, 


a)To all high profile cases 
(limitation) 

b)To all who have aborted after 
failed F.P. (spacing or 
linitatior) 

c )after septic ‘or induced 
abortion (linitation) 

d)To all rearing premature, 
delicate underweight or twin 
child (spacing), 


parturient daughters of the 
che.% on other siblings) 


Persiasion (spacing or 
limitation) 


High profile rpehionts 
Twin pregnane ics 
Severe pregnancy complic abion 
Chronic disease (if advised 
by physician), 
All breast feeding, ospecially 
af dolicate children, 
Those who earlier declined 
the option of termination. 


oem ome’) 
SF TF OF ee 


oa) @ 
ge 


Se 
lth ontry points Post partum examinations Ith day. 


I 4 


F.P. advice to all patients (combine with revising the patients FP, 
' ° profiles well baby chek on infant and other siblings: 5.0,G, 
erd small-pox voccinstion of new born: breast oxartination ond 
discussion of effect on lestation and mothers health of further 


prepgnance She a 
y= VY Se : “4 
Educotion (for 18 Motivation Porsrasion (spacing oF 
months spac ing) (for g pac ing Limitetion) 
x Limisetion) 
a)To 211 low profile cases a)Medium profile a) 411 vito wer? ‘persuade? at 
except following patients 36th week 
S.B., ND. b)Following b) Following birth of prometurc 
or birth of difficult of weakly baby (spacing) 
delicate infant. Labour or ¢) When Jast child has been 
P.P.H, prematurely displaced trom 


breast (prolonged spacing) 
d) after twin delivery (spacing) 
e) 411 high profile patients 
(linitation unless ove the 
age of 45 in which case 
Se ee spacing prefer.- 
able 


week post partum examination (lactation I) 


V 


TP. advice of reminder to 211 patients including returning _ 
doughters~inelaw of the village following confinement in their 
moternetl horie (combined with health cheel: on infant and siolings). 

rece 


Motivation (for specing)1 Persuasion 


Bth entry points 6th 


a) All low profile cages excluding a) All high profile cases (limitation) 
those delivered of 3B. or pb) £11 with premture; low birth 


e N ND. weight, delicate or turin babies 
b) Medium profile cases c) here last chitd displee ed 
¢) Those who had difficult labour prematurely from breast, OF 
or pregnarcy siblings not thrivinge 
d) Urge urgent decision on all d) 411 with chronic discaseSe 


‘whose nenges tay heve 
restarted. 


int; ‘7th month post partun (lactation IT) Loy 


FP, rominder to all including returning davghters of villago (conscious 
decision forced on those whose menses have resstarted) corbine 
with health check on infant and siblings, D.P,T, & Polid immnization 
of infant , dietary advices ——~._ 


= 


Motivation (for spacing Porsnasion 

2) Low of medium profile 2.) High profile (limitation) 
daughters returning to b) Whose baby not gaining weight 
village, satisfactorily 

b) With reent abnorral ec) With twing, or delicate infant 
pregnancy & labour d) Whore last child was displacad early 
(unless ending in 5,B, from breast or where sibling is 
or N.N.D,) not thriving, 


e) £11 with chronic disease 


Discussion of weaning raises question of effect of supervening 
pregnarey on dyration cf lactation. F.P, reminder, combined with 
health cheek on infant and other siblings, dictary odvice. 


ee Pee 2 


po 7 ~\ 


Motivation Persuasion 


(ag in the last entry point) 


health review of all eligtble wonen in 


Routine 2 month; 
the c ommniey 


7s 


; 3! 1) 4 3 at i sii 
Low profile patients fedium profile paticnts High prorile paticnts 
ry u 

FP, education reminder ¥.P, motivaticr PsPs Persuasion mae 
at 6 nonthly inmtvorvais at 4 nonthly ot 2 monthiy imccrvals 
4eGe very third visit intervals (sprcoing 

$s . 4 4 de » 4-4 ‘ - - ee << PES J 
(edvise spacing, or limitation, Piso Fuck 


except for breast 
feeders, or mothers 
of delicate or undcr- 3 08 
weignt children - or underwei git 
who recnire tpersudgion! ) 


~ilso to breast feeders 
and mothers OL promeavurte 


1./7 _ 
childre le 


: dive 


a ee ee ed 


: s hey 
~~ te e. 


QutLE BIRTH AND APORTION: 


The period of post-partim amenorrhea is defined ag the duration 
between termination of ea prefmancy and resumption of menstruation, 
At the time of this analysis there wersg 7O? women for whom completed 
i ations of memrrhea were available, Of these 707 duration ns, 23 

re those following <till birth, 31 following abortion and thse 
pane 643 were durations of amenorrhea following live birth, 
Distribution of these durations are presented in Table Be1, ‘the 
meai length of (post-partum) amenorrhea following a live birth is 
78309 days, while it is 103,44 me in the case of — birth and 
S409 days fcllowingbort ion, The median values of asorrhea duravion 
wrk out t 736.1, 75.0 and 62.5 ees following ee “hit still. 
birth and abortion respectively, 


among the 648 women who had anenorrhea following jive birth. 
there were i007 belonging to the Jat caste and 338 to scheduled 
castes. The distribution of women in each caste Ly & uragion cf 
smenorrhee (following live birta) is eiven oS Table bc The mean 
juration of post-partum smemrriea following live birth i3 171.76 
for Jat women and 220.27 for scheduled caste women The med.an 
values are 166.5 and 150.0 icr Jats and scheduled castes respectively 


The amncnorrhea distributions 3; following live birth for wme. cf 
ell castes, date and Scheduled castes are plotted in Ferrat=<,, The. 
genorel foatures of these curves are (s) thay aro bi-model curves 
with one mods b: stwoot | 3) end He days and a second mde between 9C at: 
1Q days » (b) they have a “Long bad Pasa) wo ¥uo right extending 
upt over OUO days; 


eter: re ligtents ware aati .eble for nearl: 3000 women; 
These wu belong rad tc three corte — comprehensive services, 
wmon's services and nutrition group. Women vevane 23 years 
one Mase emong ieges go 2722...ae wage height of these wnea in 
each caste 0 up and the muiers of woman on which the »verages 
were besed erepresent din Tshie B.3, Jat women who belong To 
a higher pcid-economi > tee ass are taller on an average than 
EO oe a women by a little over Z ums, The mean height for Jaw 
women is 156.5 and that “OL ATLCOSE. ¢ 28 ts 15153. Distribiionmgs 
women aged 20 years end over br hu abt ie plotted in bo: Be 2 
for all castes combined, #*vequelicy “distributions by caste are 
all more or less alike in shme.ond hence not included" in tho 


graph. 
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Table Boj -141 


Distribution of women by duration of post-partum amenarrhea following 
live birth, still birth and abation. 


KH 
Ame narrhe a, eo ype of terninati BLS ac 
(days ) Live birth Still birth Abortion _ 
Less than 30 42 2 A 
30— 31 4 8 
Ao 60 3 3 
60~ ae 5 3 
15> 44 4 D 
alae 103 5 1 
420~ 67 2 2 
1§0- 58 0 { 
460~ 29 0 
210- £0 0 2 
240— a7 ® 4 
270~ 27 { 0 
a es 
300~ 18 C 0 
330- 20 9 0 
360= 15 | 0 
390~ 20 1 0 
4205 39 DS ee 
— ee SS 
lean 183 «9 195 04 ae 
liedian 15601 Gee i OO! a 
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Table Bae 2 


Duration of Anmenorrhea following live birth, Jat caste & scheduled castos, 


Mumenorrhea  ==—~S Rn oo 
days eee Jat goh, gto 

Less than 30 7 4 

30-44 13 1h 

Abe 59 23 oN 

60-74, 18 17 

7589 16 RA, 

90-119 , ie 54 

1 20~149 30 32 

450=179 20 32 

480=209 18 14 

240=239 | 46 22 

20-28) 8 be 

270-299 10 uM 

i: en Ce 

300~329 | 10 

330=359 A - 

360-389 6 

390-419 é ss 

ae ie 26 

Median 428.50 12000 
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Table Be 3. 


Average Height of Women aged 2 years and over,by caste. 
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PART IIT: DURAZION OF GESTATION, BIRTHWEIGHTS IND PREMATUCIT 


Mh ddd Grane t+ @ 


(1) Durstion of Gestation, 


Bith velie i by period of gestation has been a subject of 
enquiry for 2 years (See annual report 1969/70: Section III: task 5) 
632 live eee weights were recorded; ( treadings™ taken on a spring 
balance within one week of delivery were hee Sat as synonymus 
with ‘birth weight'), The record war made in the patients obstetric 
folder or as the first entry in the childs anthmoponetri o SULVEYe 
Birthweichts were obtained in this manner from 49% of live births 
(63221293): ge: stational period was recorded in 890 (68%), In 534 
eases (41% of livebirths during 1970 snd 71) there is a record of 
gestation as well as birth weight.(Table Bed), 


The prosnective pecees of duration of gestation is available 
through the fertility survey (2 monthly questioning of all cligible 
woncn on the date of ba last menstruation), Although recorded 
within 2 months of this event the patimts recall is not entirely 
reliable, there may be deliberate concealment, there is a small 
number of wmen who habitually menstruate early in pregnancy, and 
some (23/1000) in the survey who conceive agein during lactational 
anenorrhoea or after only one menstrual period has been 
reestablished (11.4%) « 


If the association between gestation of less than 37 weeks 
and birth weight over 2,500 gn is an index of error in tho fertility 
record - this inconsistency was erases in 11% of fertility records. 
(Discrepsncy in the reverse manner, i.e. low birthweight and torn 
pregnancy may result from the dysnaturity syndrome). 


22,74 pregnancies terminated in livebi. rth before completion 
the 27th week. No caste difference could be show (Table B-5), 


(2) Birthwoighte 
26.24 of birth weights were below the i onal stendard 
of 2,500 ga. The semple sizo oes 2000 erems (33 birth weielty) 


is very gaall and comprised ete OL live bi thee 


Wot ghing is widely believed in this culture to be harm mul to 


the now born end this prejudice operates especially against ‘those 
babies thet are premature or weak, 


Mi gtri cet, of birthwoights by caste (see table Yo end Pe? 


below) siews significantly larger numbers o of babies weighing 
botwoen 20C to 2500 grams born to Randasia mothers. Thi s patierm 
$6 revorsod in the higher birth weights where heavier bacies ure 


eo to o Tats end other castes. Tho hotch potch of ‘other’ castes 
includes a musber of oconomically prouperous manbers of tne 
COTL wubiaws uve 


(3) Lirthvuieht by Gestation. 
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Table Bab 
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Distribution of birth weights by caste 
~F t i Sy aA . Ce 
Birth | 1500 | 1500-|' 200- "| 2500- | 2000-  3500- "| 400% “1 wis. 
weight | eee | 
Cacte No. | Now & bh b | Ne 7 No, ieee 4 
Jat PW te aa es 40 1163) 02 hed | 60 = 15 6,51 2 005] 230 100 | 
| aa 
Rendasia 5 1s % - | 75256 ol 119 Ab G7 23e1| 11 -3e8| = 0: 1290 100 
i 
Others - 0 | 4 peo ks 17 1542 49 138 Be 6 a hes bee 
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Table BelZ 


Average Birth Weights by Caste. 


Jat Rendasia Others aL 
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birthweight sample below 37 weeks still renains small, 


Table b-S and Figure B-3 show distribution of birthweights by 
gestational age in 473 cases (59 cases of high birthweight/short 
gestation are excluded), 


(4) Prenaturi ty. 
a) Prematurity by weight, 


Gont roversy has Deen going on for years in this country 

to which upper weight level should be adopted for the 
indian prenature infant, 

Birth weights were only recorded in 49% of cases however 
and unto now only 57 live Pirthwolghts have been recorded before 
the 37th completed week of gestation, Although reluctancc to 
allow weighing of pan ures, and the village practice of ranid 
disposal of the bodies of babies stillborn or dying early in tie 
neonatal period, Vitlaves assessment cf the incidance of 
praicturity by welcht owine fo low coverages, a profile of 
birthwelght by gestation ig slowly being built up as more 


« 


preneticc birthweights are aided to this survey cach year, 


u3* 


4 ers 


The table of birthweights clearly shows that fron comple Thos, 
£ the 37th week onw ends, the mean birthweight remains shove 
a 


During the 6 mouth period of service resord analysis from 
Juiy to Decomber 1971 Birthwelchts were recorded in ( (63/185) 
Zof dcliveries. 
Of these weights 75% (12°) indi vidual values were morethsn LOO gg. 
22,2 (2) ti " “ below m 7 
Tauiey " i | 200G: ame 
Tis distribution may be compared with the table above wii.ch 
shows moun velues of 88% (415) above 2500 me, 
122 (5'') bclow 2500 ms, 
bd) Pracuturl ty byresercatioN, 
ir the 11% correction factor is applied to the inaldence of 
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of the 37tn week, rranaturicy by cestation ibe Lod would scan to 
Oecur in the orderoi figip Of pregioncies 


Gogtation periods wore csti ed in only 68% of preg anc es 
howevor ani thorelore it eel sto < coverage vitiates assessment of 
c rey 7 - 
L is 


X 
the incidence o “Dy tits method. 


&) newoorn infants that were aither below 2,50 kg or whose 
gostation ag? was less than 37 weaks wore oxamined within tho 
first 5 dave of life by one of the project physiciens. 
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Lirth weiegnt Vs. Gestational Period: 473 cases, 
(59 hi gh | oirth weight short gestation neriod 
babies exclude: B.Vs of twins ere included) 
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“ALTH CELL 


5. Wihacks Road 


Le 
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COMMUNITY 


<A7f7A , (Firsttios- 


\ 
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The cxemination assessed: 
(a) Neurological reillexcs 
i) Moro : 
ii) Walking 
ti) Rooting 
iv) Grasp 
(b)- Physiological signs 
nok ~ . a’ . 1 
i) Ventral flexion cf wrist 
43) Ventral heel to car flexion 
it.) Elbow over abdomen manocuvre 
\ * J 
(c) Physical sims 
i) Size of breast rodule | 
ji) Presence and distribution of sole creases 
iti) Extent of ear cartilase 
iv) appearance cf genitals 
Performance on cach of these items was seomed (0, 1 or 2 


and the total scors out of a possible score of 22 determined, 
No consistant correlation between total score, and gestational 
period or birth weight was obtained. ee 


STUDY OF THE DAL; NER BELIEFS AD HAR pr 


TLOaS. 


1. The first full years report is given on a study of tae 


ir 
knowledge and practice of obstetrics of indi gcnous Dais 
who are working in the study villages, and of thoir 
attitudes and boliecfs sbout childbirth and related 
heaLth issues, | 

as 17 Dais have been repeatedly interviewed by a starf manoer 
with double cualificstion as Public Health Nurse and Social 
Scientist, accompanied by a luay Physician, Interviews 
wore recorded on tape and translated verbatin. 


The D8is were observed while conducting deliverios in 
She patients tome. én account cf these interviews and 


4 


otservations is reported, 


Lo 
e 


ASS 


DAL STUDY al 


I) Qbjectives and MNethodolocy 


the inciucion of the dai in the health team is essential for 
delivery of efficient and effective ilCH services in rural India The 
culturally accepted, resident elderly woman, who is usually the first 
anc often the only person to-see 2 woman through her pregnancy holds 
an interesting coterie of beliefs und attitudes that affect the course 
of the lives of her clients. ‘Dai Study! was undertaken with a Vicy to-= 


A ate 1 4 : . 
1) Examining the knowledge and practice of obstetrics and 
studying attitudes and beliefs of the dai.wesorcine child 
birth and related health issues. 


a as a ¢ er RE > 2 a as 2 | : 
2) luentifying-beliefs that are. beneficial, harm*ul or hava 
a neutral effect on thc course of pregnancy aid labour. 


3) Finding areas where 2 training program my be built on 
to existing belief cytes. 


~~ 


& list of dais in the study area was prepared (See 1971 report 
4 4% - . X : - ad ~ : 
pp 42,43). Of th se 7 dei3 in Pakhowal (COHWSHFP) And Malould (WS,FP) 
were selectec for the study. 


It was decidec to use — 

i) In-depth interviews of the dais. 
re +H. By PENS ae ee ee TE ee ey re * ans bee p> aces a a 
ii) CGCoservetion of the dai at work, im order to achieve the 


- oe ae 
C4 ae aan ies 8 
ie eas | + Wate ¥ ke 


In cent .uterview —- an intervie schedule was pvstested in control 
n cept oute inter Be 
Viliages Dengou and Deel, end aduiaistered to dais.in Dhaipe> It became 
Gcosrent ubat “ne constraints of a perrorma tended to elicit etecrootrpad 
Pecponses. ls 23h Gnereror: <ecice” to abeneo? ths qusstior 13°re, 
Iusteud interviews were conducted with the help of a tape recorcer, 
AY 


‘es . : ; = “ Maas] 4 
a Verbat- 1 acccna> of the intervi. vas translavod intc mpi 
VWs CA We -st a ww ow ye) ae ae A af de tae. ny Oe eo SO Dinedewe 4X Yegres rom t: 3 


retainin: loeal ,tertis and idioms. it is intended tc use these in pPre- 
paring a glossary of medical ters cv a later date, 


The interview vas generally conducted in the RHRC clinic. he Dais 
were asked to come to the clinic and would stay and talx in privacy fom 

Ralf an hour to 45 rinmtes * the dai becatte restive, another appoint 
Ment was mace for a later cate. ‘iliere were frequent broken appointienss 
and repeated visits were necessary in order to conduct the invervi Ges" = 
Hot all the subjects are covered for all the dais« Ws are avare o1 UWlis 


; Ss $n Pom jattor 
and shall be going back to colttolJete the lacunae in the inforliat1o%e 


q Observation of Dai at work ~154- 
; ° Concurrently with the interviews the dai was observed at work, The 


dai, the FHV and the family of the pregnant woman were contacted to cali 
| for the observer at the time the dai was sent for. The observer being a 
r murse was repeatedly asked by the family of the parturient to interven: 
| in the delivery. ‘Some dais did not send for the observer while others 
were very co-operative. In view of the short time at our disposal and 
the unpredictable time that deliveries take place observations made by 
PHUs have been incorporated into the study. ‘The Fs account was supole- 


1 mented by asking her questions for details shortly after the event. 

. The collected data was in the form of a conversation narrative of 

Pe questions and answers. 

; Analysis o: the data under various headings was made and is now 

i presented, ~~ 

; Il. Recorded invcrvieus 

7 

| The Dai 

E The dais are elderly (35-85 yrs; mostly in the 50-60 yrs. age group 


Ramdesia (211 17) women, all had married, & were widowed and 2 of them 
reaarried, six had other relatives who were or had been dais, they them. . 
selves had hed from 3 children to 12 children—most had 3 living children ~ 
i Ten of the dais had had treining in special courses run for dais at PH%s 

; 10-15 yrse 220e One had not completed the training program. Two had 
apprenticed with another dai and one with her mother, One dai had veen a2 
elected member of the Panchicyat for several years and was up for reelection 
and was facing a competitor in another dai. 


1) Diamnosis of Pregnancy 


5 All 17 dais were asked how they diagnosec pregnancies. ll 
of them gave similar replies. 


. A meriber.of the iousenold of the pregnant women usually fetches 

a P ” : ‘ 2 aqt > a7 
the dai, The imsband, or 2 woman in the house and occasionally but rarelj 
; the woman herself may come tc call her, The dai ay first see a pregnant 


Phin, & paren Sim . - fer GP y+ 
women zt 2ud monta or ag lete as /-6 wonidse 


Tyo of the dais said that they can diagnose early pregnancy 
‘ : ae 3 ~lexion 4 her veck wi and her 

by looking at a ween = her complexion is paler, her back: eer: a + gaan 

breasts fuller. ill the dais confirm pregnancy by palpating the abuciien. 


They do not mek> a vaginal exaszination for corfizmation of pregnancy- 


Tiat Ye he14 tT 
ce ol Deliver v 


._~ ‘ * % Tw . oe ' 
2) Duration of Pregnancy and ico acted Dba 
i LS 
: 5 - 
“ 4 4 a , / he qos +4 * f* PCT ba | a ex hi Cian: 1 
All the Gais ‘ucce the duration cf pregnancy oy aed 


palpation. 
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Sixteen cais were asked about their mcthod of estimation of expected 
date of delivery. leven (7 Sse ond four untrained) of them seid that 
they follow the lunar calendar (Indian systea). ‘They count nine montlis 
forward from the last menstrual period and add fifteen be and say that 
delivery would take place between 4-15 days of the date calculated: a 
system which would be comparable to the usual Sees if calculated 
from the last day of a 7 day menstrual loss - celowlatec from the 1st day 
of the LeiieP. it would give a 41 week duration of pregnancy. 


Your cais (three trained and one untrained) go by the date of 
quickening, The untrained dai believed that mele babies are delivered in 
the 9 Months anc female bepies in the 10th month, : 


Our apression was that there was ne conscioug effort to estimate 
en expected diate of delivery as in wodern obstetric practice. 


Prenatal Gare: 


Dietary 2 TASS - al ie aqais were asked what diet they recommended 
their clients these the vaired dais tended to advise wohien t) take 
green leafy Sica tabiee mil ap fruit. Both trained end untrained aris 
advise women to take 'ghee!. The explanation given ias that if ghee 

is ingested tric: pregnancy the vagina ile better vrepived or culd 
birth as vell as the woman Laying “org energy for labour. 


Worning sickness! - a variety; of items is prescribed for morning 
Sickness. ixcept for one umrtrained dai who said that wmen should evoid 
ea ving 4f they fecl sick all the others gave -- remedies, They ranged 
from Chaunas (2aked gram), 'ajwaycu't in hot water, sugar and water, cry 
biscuits to 2 pirck of md (mitti de bhora 


Z ‘ Thad, + a4 3 - ior 
Hopercie is gravidign - inree trained and two untrained dais reie 


cn 


the vaticnt to 2 tector. The rest zecmed unaware of the entity. 
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West Yipes ey af ing Sigs pe 
Bll fuis tucught wowen should io their average daily work throug» 

‘ eo ~ + +] t4) 575 D-o 
Out pregnancy. 1-0 only ¢ calird cation vas that the woman should not 

oie! - se Pegs Beles aa ' salen e: 
litt heavy wo utc, climbs Ladders or step on uneven groind, Two trainee 
a ~~ wo * , eee + sae “~~ 
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Geis recomended en evening walk tn cddition to routine chores. 


erata ha oO he Pact SUrne Wurst ” 
. hoe oe ri. ee 3 LY san 
Only cizht women wert ga%ec tis. 1wo (one tr acne ant ent actic 
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Two trained dais believe’. cece an < Lo pregnen 


- r +4 sa6 gvuous and ac. 
after /Oelive ery, One untregined cai ve lieved women who s 


not d@ any work tended to develop ocdema <f their feet. 
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156 
examined (FHijs in the study village may have inspired this). 


ty Cne untrained dai sai id she haa seen swelling of the vulva associated 
with oedema feet. She treavs this with ahim per vaginam. 


One trained dai believed oedema of the feet was due to "poison" in 
the body that leaves upon delivery. : 


None of them associated oedawatcm feet with fits- One dai believed 
its wore of 2 types (i) due to weakness (2) due to "Magic" - treattient 
Ossible only ty a 'Syenat. — 


. Al] dais seem to receive reaucsts to give Massage in all three 
trimesters of th2 pregnancy. The Massage May be done Looe se (1) the women 
is tired or (2) in the belief that the aria is out of place emt tatien 


oye 


into the velvis',. The cai 

and ‘pushes the uterus up'. The foetus is said to get displaced If © 31.-an 
stumbles or falls or if she has sexual intercourse. any jerky moveuert : oe 
Seid to precipitats this falling down" of the foetus. «alot cv the ceis 
prenatal prey eorciats in weve ving MABS Agee to Various par os of the =< 


the abdomen, limbs ana the back. 


tai then pute one foot. against the wokans perinem 
4 


Sexual Intercours? 

LLL 47 62le- recommend set ale “oxual intercourse be avoided from Sra 
sth montis of vregrancy omverds. ‘The reasons given are (1) foeta’. 
displacement can occur (2) Ailibinte can occur (3) can load to aborvuor. 

\ 4f 4 fers ee oetus 10 would auoungess Tneesb; 


Ae wae New ee met ated 


~ 2 i beer ee 2 Me Aue 8 ee eee. ee x 5a eS a a | Cy Ay 
G Ca De Le ved Pet the: meoeurue snoulad -veid intercourse fro. wvlie 
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Vory beximming of pregnancy. wont Yais 
: ; 


BM pope SEs 
Ag aS ne a saps se Oe an Ps ail cat : 
“ a al va = hay a es sre CFP tips : a 

a oLlowe Cy ren Gees Leos: Sake Oe: St. Revol pate y Red we Vag Aedil 


ons relating to avortion 13 dais 


All savenseen ver iod ie eae 
ms . q x iis ae | Bm an qe a ay a Vey os ng t - 5 <= im) = ye ty be woman 
Ly or Ene t } ei Gk = eae’ 3 OL". OO: ae Cae esc We ta “xXehiina’ 6 6 ae Pee NENT : 1a, 
has blecding var-vaginw®. Tocy cule ate recogn:.ze jnovitable abortion. 
some of the ¢s 6e2 Bacetcd ‘or avortion vere: 
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Clinibing or Lirting heavy welghtse This Last ve ae cd}, 
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/eot and handled very carefully anc only 
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(These dais said they referred the 1oman to the FHW; except one 
untrained dai who ceid she applies 'gachi! dissolved in water to the 
woman's abdomen. ) 


Solte other tiethods for menaging abortion were as follows;- 


(i) fpard duinit, ‘samundri jhag', 'chitti ilayachi!, ‘kachi less: ! 


are all ‘cold! things that inhibit or prevent the abortive © 
process. | 


(44) abortion caused by magic: ‘Kasar! can only be treated by a 
'Syana!. 


(4) Dry 'dhania!t roasted and mixed with sugar can stop bleeding. 


(5) Yonan should stop working if they are bleeding PV during 
pregnancy’. ; 


One trained dai said that womer with 2 "weak uterus*® can have 
hebitual abortion. 


ill the dais claized that they had never induced abortion. (ne csi 
said she advised women asking for abortion to have the baby and then 
Prematurivy 


Only 14 ‘sis 10re asked questions on Pretaturity, Che untrained 


4 } 4. ~~ ATTOY oy: “4 te h 
Gai said she © < never seen e@ preaature baby. 


f -* ~~ Ol rs 3-35 tover 
(a) Ca:-*e 95 prematizity: 
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-% 3 4 i Fe b a te i's fr: 7 
=i t viaGow! Valls om wollans aoadiien 
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ii) Keser! (uagic) of dead mewber in *the iaauiy 
, a ox &. | ~* ee I él «hee z 
le Do a jorry aad auxLety 
ba » ee ee - ~~ ry 7% * oy Se ne s fe" 
iv; “tumbling «1 am uneven suriuces 
Sagnosis of prematurity: 
2 ae sie, $e pa 4g Ae f the prelia wre 
Oniy 4, ail teaised unis, gave a degcriptio1 of “he prauay 


4 ats toe ‘ sp . ie | aoe pag ¢ Lo, A oa :n ~~ ANN 5 i 
babye Thcy szic that the vaby is sMait resk, has a feint ery, canno 


suck, has sparse or no Nair. 


Hanecement: T.c untrained Cais cae sich jakies co not ih oka crane 
‘they are veal atid cannot suck, .w2t of the dais (12; 8 trained) mie 
inat such babies should be (i) wrapped in cotton wool, ee) e 
(444) not bathed until they complete the curation of gestation \iv) ©. 
diiuted goatte milk with a wick or expressed milk with a ee ee 
(trained) seid that the ba dy ghoulc not be disturbed, kept eee mG 
by a neat and clean persone + 
trained dais said that cottonwool snould be kept at the babies amus te 


elean it with winivum disturoance to the baby. 
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Breech | ~ 15. 


ii. the deis were asked questions about this, They said they could 
all diagnose breech by abdeminal palpation two mentioned feeling the babies 
genitalis «at labour as another means of diagnosis. 
Laanarencnts: 
Atl the dais were: iar greater cifficulty in conducting a breech 
delivery. _fnrce trained dais said that they do externa! version nea> term, 
One said siice docs it. durin: labour. ‘wo trained dais said version could 
not be donc for breech but they did it for transverse lie, Four s:id it 
Was Not possioic tc do and one sa*cd the oman can die if version i; attempted, 
(ne Gal stated wut she refers al’. breech cases to a doctor. 


iS) 
7 
oi 


Twelve duis (3 traino oe Cescridod how oreech delivery was conducted 
by them, Seven sectedsect as passive onlookers only receiving the baby 
ac it emerges. Three (iwo ee iked) described the Burrs larsnall technique; 
one mentioned Sassaging of ebdomen end one said she gives ar. injection 
prescribed by a doctor (probably meaning Pituitary Extract) _ 


mac other five refer breech deliveries to a doctor, Difficulties 
in Management mentioned by cight deis (five trained) were; 


) Incarceration of the efter coming head 
i) aspiration of blood by baby 
$44) stillbirth 


pots: 


One treined and one untrained dai had never palpated or conducted 
a-breech delivery. 


Jther abnorital Presentations: 


Transverse lie wes the next most frequently recognized malpresentat:.on: 


(2 untrained and one trained dai recognize it ana the untrained dais attemp ved 


yersion to correct ite One untrained dai described a face pre esentation 
she had conducted. Another had once seen a hand prolapse: she described 
1017 having replacei the hand the baby could be int ernally rotated and 
Ge ivered. 


Titus: 13 of the dais were questioned: 10 of them (6 trained) had condicted 
twin deliverics iithout any difficulty, One had witnessed delivery of 


-~ « es hs a 
twins bus not conducted it herself and two had never geen tirins delivered. 


Probleis in manayement were denied by the dais. 


the uterus vere 


e twins lie in 
Interesting beliefs about hoy w yins (ii) One 


expressede (i) one baby is always a vortex the other a breeCite 


lies straight, the other transversely — which straightens once the loyer 
one is delivered, (iii) Both breech. . (iv) There is water between the 
two babiese (v) There is excessive liquor when there are tyo babies. 
(vi) Babies lic one in each compartment of the uterus: these comnartients 
can be palpated, (vii) There is one placenta and two cords. (viii) Tyo 
placentae and tio cords. : 


Some of the dais are aware of association between twinning and cord 
colipression, high foetal loss, and difficult labour, : 


liedical assistance was frecuently sought for delivery of tiins. 


Cevhalonelvic Disprcportion 


association of short stature anc cifficult labour was mentioned by 
several dais (4: 2 trained). "Hardness" of bones was mentioned as a 
cause by two daise ilone o: thet assess the pelvic outlet and ono trained 


dai saic she reiers a woltan with 'small bones! to the doctor. 


te 


Ps 


two untrained dais said they nad never seen C.P,l. 


Oniy 3 dais said they hai ceon brdrammios. One had seen iu with 
twins (untrcincd), and recom encecé breaking Membranes with a finger mait 
or a hairpin. to release the pressure. The other tyo associated aydraanios 
with difficult labour anc recormended referral to a PHC, 


s fhe ie 
Difiicult labour 
- or » > = «eer fae Pe > iar ie Sis 5 : ater Mew 
4 Only 3 untrained dais ssid they had had any difficult cases To 
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2 es Cas = spe 5 Ae ee cise Bears chs atmos od py oe At eat no An ect, 
CONCU CT. TRGGE Wey ey DCL UTC UO thy Ole doctor who haa Civen tajectlons 
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“Prolonge: tabpour 
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Amon; 17 acis there ace ‘7 who gave information about thise labour 
3 : ° . . os * L = een eo Pe P. ; , Tyee 
of more tnan —~ irs, in priciparac ana over 2mm '5 hres. in Wut wlparac Weis 
~ 7 Ad ow — a > ~ -_ oa ae ‘ t" pee e ~ ee é 
resarced as nrolonead labour. They rerarded medicines and injec sions 
garded Dro.ong : fs : 
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reter these cisca to a doctor or the Puy. 


Perineal Tear 


fe 


j. 4 Se ni nea 
Cnivy 2 icis (both untreined) were asked about perineal Mote a 
dale Fo ele a) co ae P : 5 4 G 

ssid all critecparas sustain some cegree of laceration. She gee - ‘ 
~ ~ i * te ies fe . | 3 cel 1 “> t 2] | Pa) rs Bes Hits tation sve) fats) par - 
logally to it. ‘The other applies gnce end advises “ag cage 
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Delivery of Placenta 
ti Cols are atsious fo quick delivery of placenta. ‘ithe fear is ‘that 
v3 “5 PY te ated a 4 Ee aE 8 ae f oe : . 
Four dais (3 ur rained) said they wait for 1-1¢ hours before rem ihe st 


> es 


Manually Three dais (two trained) refer such cases to a doctor, four 
. See Se ; aon Se TR CORERA Ss pee 2 eas i = : Bim By igs a ‘ 
deis (3 wntrained) said that there is never any wctontion of the placente, 


Cutt4re the Gard 


ost said the cord should be cut only after delivery of the placenta. 
It shoulad be titied before beins tied, as the life of the baby is in it 
and has to be put into the baby, she belief is that cutting of the cord 
before the »lacenta is delivered iuuy lead to retention. 


Six dais (5 trained) rais. the foot one of the bed and inform the FY! 
or a doctor in case af PPE. Two said the more a woman dleeds the better 


for she gets rid cf dirty blood. Tyo said there .was no such entity as 
PPH 
am & 416 


Threc dsis (2 untrained) pack the vagina, one untrained-dai preperes a 
herbal brew with “groar ki phali" - raw beans are dried in the shade, 
roasted in an iron vessel and three doses in water are given to check 
bleeding. 


me 


One untrained dai sends for 2 doctor who has the "injection" to check 


the oleeding ° 


Perinatal Death ; 
8 dais were asked questions about this. Causes wentioned were: 


1) prematurity - by one trainec, one untrained dai 
2) Asphyxia due to delay in delivering the aftercoming heade 
3) 'Kasar! Gaagic spell) - one untrained dai. 
4) aspiration of fluid — one untrained dat 
e - 2 dais (one trained). 


Resuscitation of the Baby 


All the dais wore asked about this. 12 deis (8 trained) mentioned 
holding the baby upside down and slacking it on the bottom in order to 
mace it cry ufter birth. If the baby Goes not cry, thirteen cals eeveme 
trained) said that they heat the placenta on a ttaval or cowuung ae, fare 

4x dais (five trained) mentioned tlowing into _abies ears end mouth 
as a means to make it breathe. Five trained deis described mouth to 
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mouth respiration. Three cais spoke of cleansing the mouth, one un 
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‘Gai saic she covers the babies mouth 14th a cloth in order to make it 
ery. Two traincd dais spoke of immersing the baby alternately into hot 
and cold water in order to rescucitate ite One trained dai said if all 
fails she sencs for the doctor who "gives an injection". Two dais 
(trained) differentiated between blue and white asphyxia. 


Post Natal Care 

Immediately at'ter birth the dais recommended 'Sevian' (vermicilli) and 
'chhutaras! (dry dates) be given to the woman ‘in sweetened milk. The dais 
Visit the woman every day and clean her and the baby. 


Engorged breags 


iiost ot the dais prescribe hot fermentation. «leven mentioned the use 
of the breast pum (6 were untrained), Hot fermentation is given with cotton 
swab soaked in oil, salt and water in the belief that it softens the breast 
and milk can dart flowing agains One dai (trained) mentioned use of alum 
for fomentation. 3 


For breast abscess hot fomentation vas again recommended. One dai said 
that the lump ir breast is due to hair blocking the milk channelse she 
treats it/telling the woman to stand uncer a drain, take hair from the head 
end message it over the lwp seven times to make it disappears 


Cracked nipples 


Tot water fomentation, gentian violet, oil, warm ghee were mentioned 


sas treatment for cracked ninples. One dai (untrained) had never seen the 


entitye 
Infertility 


a Pe eae ee Dee sires 
Ten dais were asked questions regarding infertility. There was little 
knovledge of etiology of sterility among the dais. Treatment recoicienac. 
aah ees oh, pene ; P oi ee SRAMMPENCIN’ 
varied from going to Syanas, messaging oil on abdomen So recomlencing 
relarriage. 


Patiiy Plannins 


Only 13 daig were asked questions about F.P. 


‘ ae a H injection Depc- 
Provera, Pilis aud vasectomy. Five dais (4 untrained) had no “se? 
ofthese methods. 
grog tat indice! methods 01 
TuRR jais (Z trained) gave three different inalgenous 
family limi%tatio:.. 
7 ° t 5 . a os P| =], 1 ry 
1) After childbirth a nevale and thread is passed. shroug: 
placen ta ana then busied. 
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2) "Dhenia', 'Khaskhas! and almonds are ground to a paste and 
eaten during tenses for 2 months. 


3) The dai herself head eaten isabgol in milk for heavy periods 
and hed stopped having babies. She now recommends it as 2 method 
of birth control. 


Theee dais were asked - "How many children ghould people have". ‘They 
thought 3 children were enough. They do not however force their views 
on their clients since the women get annoyed if they do so. Only one dai 
(trained) was very forceful in her views end s2id she tried to motivate 
people to accept F.F,. 


General Practice of the Dai 


The Dai is often consulted for medical, gynaecological and pucdiatric 
complaints by village women. Some aspects of her practice picked up during 
interviews are as follows. 


Constipation is treated by the dei (4 211 trained) with advice to eat 
green leafy vegetables, 'sag' and peanuts. One dai (untrained) said she 
massages the back and "shakes" it. to make the woman cpass stool. Consti- 
pation during pregnanéy is sometimes referred to the Doctor or the Fill 
by one dai. She also advocated the use of enema which she herself gives 
to evacuate bowel and also to hasten delivery. 


Waugea there is widespread belief that if the 'kodi' (xiphisternum) 
is depressed it leads to nausea. Massage of the kodi is frequent practice. 


Sore throat - two dais told of massaging the throat if it is sore. 
One had only seen it done, the other does it. 


Diarrhoea ~ The cause is believed to be inversion of tip of end of 
spine lc ex) The treatment advocated is local massage to lift the 


"Dhundri". 


Menstrual disorders - Dais are often called to treat heavy periods. 
Two trained dais give a karah of ejwayar and sonf in milk or water. 
Another (untrained) gives a jushanda of 'sonf' rosewater and 'guikand’ 
in three doses for three dayse The others refer them to a hospital or 
the FH. 


How to obtain 2 son 


Eleven dais were asked if they advised women on how to have male ae 
offspring. Nine (four trained) said they did not know how to ensure this. 
They said people go to Syanas, use drugs, although it is in Gods andse 
Only one dai said she does not believe that any of these things worse 


> male babiCse 


Only two dais (one trained) gave prescriptions for having 
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1) erg middle of the peacocks f eather, itince it ah mix it in 
gur's take 7 balis of it .nd give it to a woman after one 
Day . * 
month of pregnancy on 7 days with milk. She is stirs to get a 


; sone This was taught her by her mother-imla:. 


\ 1 

2} Take Saklingi booti in cow's milk, ‘This dai also spoke of the 
peacock feather treatment. This one does not work if the woman 
has exceeded two months gestation, 


‘ 


Paediatric Practice 


ost dais refer ips child to FH. Some blow on the urethral meatus 
if a baby does not pass water, They give 'guttit to a baby who does not 
Pass stool. . 


Lye Infection of children is trcated with 'Majal! with warm ghee, 
aud with 'lan', 'Lant is made from putting a dish over a mustard oil 
lamp or can be bought in the market. Some recommended (four) that the 
child be taken to a doctor. 


Other assorted beliefs 


_ There is great fear of the marasmic (the 'soka') child. It is 
believed that if a pregnant wman walks over a place where a soka was 
bathed or has passed urine she will abort. | 


lack of breast milk is attributed to 'shadow! falling on the woman. 


Reflection of light believed w be a cause of tetanus leads to 
covering of ail brass utensils in the room where labour takes place. 
Tetanus is widely held to be caused by reflection though 2 daig. had 
noticed its association iith dirt, 


3e OBSERVATION OF DAL DELIV: 


Ol: pasitc eccarnt follows of how Dais coticuct domiciliary delivr7 
The descriptic mn is based on cdservations of 15 deliveries by 10 village birch 
attentants, % of these 10 dais had received a course of ins To at z 
goverrmment health centre yours previously. 


—a 


T<bour is conducted in a roc set aside by custom for childbirth; 
c 
oli 


1G Often uged at other times for storeze of grain. Traditionally an innermost 
SELIVE.Y room of ths ome, it igs seiceted for its dar’mess, its least lixelingod of 
LOCI being distirbei oz overlooked, «2 ‘ao for its’ Mkaecha! floor, lieonetal Ter taciis 
“ge is belicves to be cased ty light falling on the perineu™ Caran delivery 


hence the choice of a daxi roc: Mm, avoidance of direct lamp:ight and removal 
or Stared ne up of mirrors, ee brass utensils, glass photograpa irames 
ete, Tradition demands that the secundines are buried within the 10> 


Y are rightly regarded as part of whe body of the newborn menber ie A Ely s 
Hence in hoes where tiled or cetont floors are fond the cavtle S416¢ 
becauss of its earthen floor, muy be preferred for co-uincmons. 


Posture 


in first 


stage 


Fon Pan 


ccions 
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Labour iy well established before one of the uoten of the holic, or 
Occxsionally the husband, is sert to call the dai, Dvring the earlier 


part of the first stage the patient reMagins up and about, occupying herself 
with household duties. 


As the first stage progresses the patient comes io the delivery rool 
and when the dai arrives there are 3 to 5 other occupants; mother or rmother~ 
in-law, grandmother, sister-in-law or a neighbour. The parturicnt is never 
on her own nor is the Dai left alone iith her patient. At some time before 
the Dais urrival the hair of the pubic area has been removed. 


Until brought to bed by the severity of her pains the woman is e:- 
couraged tc standup during contractions for as long as possible so that 
gravity assists the descent of the presenting part, into the pelvis. LZven 
Guring the ecrlier part of the second stags che Ray get to her feet with 
each contraction and, standing bovec and holding onto a convenient piece 

of furniture, wil bea doum in this posture. 


Although using apdotinal palpation in pregnancy, the dai prefers 
to rely on vaginal examinatious to assess progress in labour, Vnile are, 
use of this is limited in the Sirst stage. (except labour is undily-prolanged) 
to 2 or 3 occasions, in the second stage digital exarination is made with 
each contraction. after atointing the unveshed hand with ghee only one 
finger is ANSrOcAceGe Ilo atteapt is made to separate the labia with the 
free hand, . Vaginal exatuinution is always Made during and throughout the 


. pean so that ajivance or tas ee re pert at the he. cht of contraction 
is noted, «ter compieting the exarinatior she wipes her hand on one of 


Wed cag es a 


; tua on ittich the patient is ly 
the clo tins on 1h the oa [Sent 15 LV esg 9 


* a iene pe : JS Saas oe awe : ai ait a Sate tpn ae Re 
Judging from the dais coments she seemingly assesses four factor: 


during vaginal exemination; prescrice or absence of the forewaters Draser 
tation, dilatation of tae Os, and seccent or proximity of the pres 
mee to toc wily,  Dorine last yerr « cal mavang called in a ruviie Teams 
Turse and Pus, “as Found correct in her Ciugnosis ol orcech preseitat_cna 
“sepive both resvers ol our s tact having missed 34t- 


hile the foetal eonditior is of no necount ne auscultation of fc.%al 


heart sounlis, re questioning ‘the wother avout foetal moviments, n> - 
of the significance of Meccicun Acer: (indeed the delivery room is wo 


dark for this observation io be mide) major imporsance -s attached to the 
surength o* uterine contracvions and oi the mechanical prog-ess of sabour, 


Tie possible stimulating or inhibiting effect of panei: drinks ‘. 
iy oom Ie ome ee ee pane me 2 we = 
temperature and 1 posters on uterine activity, determines several juagemen 
We pe ee ta MAL NS a“ . Le pith are, Z +h - joe er an or curd a labour 

f action, Ghee tacten oj mouth in prez: sy ang 


and courses o1 ; | ‘ded; 
43 believed to lubricate the birth canal from within; cold drinks are avo- 


hont 3 ed 
phy rgic lly hot milk foods Gir eo ee A sour ce rani neau 15S naz Ln aine 


bereath the bed (and the patients back), throughout lavour from a slow ry 
word Ney, Me =f © 
burning ‘path | in a 'tasla! so Haat sinoke adds to the gloom of the de 


yy =} ent ts 
: To iky abdaninal Messare Ls civen or the patie 
echember. If contractions weaken, abdominal massage 1s € 


m1 OF ae 


Y ebcomen Ley be "shaken® by the dai Baier the patientafter placing both 
ne . the hands beneath her back.. is 


wile, the world over, incorrect recognition of the transition from 
first to secon stage May lead to premature attempts to tpush! on an 
incompletely dilated cervix, the dai-does seem to relate full dilation of the 
Os to the onset of expulsive effori, 


. 


Generally speaking, while the dai is largely an onlocker <t actual 
Gelivery oi the baby and remains inattentive to the natural evolutionary 
niovements of tlexion extension, restitution etc, which are perhaps over 
stated in western teaching, she plays a more active mate curing the earlier 
part of the second stage, 


Once the patient can no eae suffer her pains standing up and the 
SECOND——-second siaze is well established she is meintained half sitting, half lying 
“STAGE on her.bed, 16x shoulders supported fora by a woman of the house standing~ 
| behind the bed—end or crouching on the bed behind her. The patient's knees 
are drawn up atid fect and legs scparated, The dai sits fasing her at the 
HeELING other end of the bede She places her heels over the region cf the paticris 
—~ischial tuberosities apparently exerting-pressure, during contractions, both - 
towards the patient as well as in sn outward and backward direction, This 
practice is celieved to facilitats passage down the birth canal ana Se? 
end preven = iglesias laceration, ‘'Heelingt maintains the patients thighs 
apart, provides urchase against waich the parturient presses. combined 
with forward Ree. to the oaseae from behind the peivis is seemingly 
fixed and the ratient!s natural inclination fo tithdraw! from her pains, 
close hor legs and tighten the outlet is prevented. Possibly as the pelvi 
floor dilates, ‘naeeling' may also support or feontrol! the perineum and its 
dateral andi backward pressure on “she soft tissues may assist their passage 
Over tie . hanes ing and tcrowing f vertex; (only vertex deliveries were wit 
messed) ! peas is maintas 1ed with contractions througicut the second 
stage and coutinued until the third stage-is over. Explanations of tie 
mechani sis of th oalinat must remain speculative pe these Maneovres, Most 
@ the timc, ere concealed from view by a sheet drawn ove: the dails end 
the potis ont ls KNCCSe aan tais sheet, wich every ONS the dai rence 
a ore-finger: vaginal. exaltination, At the same time she miy-tiromops! the 


, a +I iy tes 

“perincw:. after, lubricating the vagins 1 Le: ghee, to -merease the MaLasti 
saty Of Ui ciseues and avoid lacerations as formerly pracviced by obs vetri- 
Gians in Wesvern countries. is ch e sae ng positior is acopted in tho 
decond stage it is aided ty PLaciLns an unused covdung pathi, wrapped ah & 
Gloth, conve: surface Upwards vundevneath ths perineul, | 
/ 
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Crowning of the vertex is unassisted, siping the babies ey@s ana \ 

DELIVERY toilet of the oropharynx ure oniy carried cut after ecmpletion of tae 


© 4 
third stage. Delivery of the trunk is awaited (no case in which uncue delay 
~ cL! a ot) Sa va -y “ + “ 

occurred was observed), After expulsion the baby is lain in a cloth on the 


ITiRD bec between the motherts (and the daifs) legse The cord is never yee 

stage before the placenta is out. ‘The thedl ina process continiese issysbance 

oneness is ‘ te Ya 7 ‘he p LX A hd aX a to Gr . At 1 this svage attention 
is given tc the baby only wnen 1% Jats Je 


te ‘ ; believed 
i sonmentsn ted eo eae ¢ delivery of the placenta, for delay is Des 
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Treatment 
of the 
Cord 


~* 
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Lead to retention and result in a placenta which ‘rises upto the heart", 
(Ard yet many do not appear to recognise the hazard of post partum haeno-- 
rrhage)e By asking the mother to strain or cough assisted by similtancous 
Massaging (whether by chance or design) the fundwswith the other hand, the : 
placenta is delivered onto the bed, 


After the placenta is out, a tight cloth having been placed over the 
mother's perincum, or pushed with the daits heel, into the introitus, the 
chiid with the placenta is placed on the ground and the cord is attended to. 
It is strongly held that the babyts 'lifet and 'breath! reside in the 
afterbirth and severing the cord before the placenta is out will deprive 
and prove fatal to the newborn. The cord is milked towards ‘the umbilicus 
when the pulsations have ceased, tied with 2 braided ligatures of linen 
thread prepared carlier on and cut leaving a stump of 2 itches. large 
household scissors are often used (possibly a concession to the 'ohserver') 
or a tKripan' or other implement in which case thecord will be severed 
against tne bed or the floor. In some cases such instruments have been 
cursorily dipped in boiled (not boiling) water. Ash from the 'pathil fire, 


~~. by now grown cold beneath the bed, is rubbed on the cut end of the corde 


-Resusci~ 
tation of 
.. the neve 


Orns 
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The eves and mouth are now cleansed and the baby bathed in a tasia 
of luke-warm water which may also contain ea shagan of grains, gur and moneye 
The gur is put into its mouth by a women of ‘sweet temperament!. The child 
is then shown to its mother and laid beside her after she is cleaned uUpe 
No formal inspection is made for périneal_lacerationse --..2 0 7. 
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In one case delivery resulted in stillbirth. The cord twice around 
the baby's neck was slipped over the head (usually cord round the neck is 
ignored), ‘The child's failure to breathe enabled the following measures 
used to resuscitate the newborn to be recorded: . 
a) The baby was first held oy the ankles head aown and slapped on 

the buttockse 
\} Blowing sharply in its carse 
) ilouth to mouth breathing given by the dai. 
\ The placenta was heated over « chapatti iron, 


The first 2 measures are commorly used = % 
serious emergencye 


he last two only in a 


Burial of the placenta in a Hole about 8 inches weep in the floor 
at the foot cna or the mother's cot coltpletes the process of tee 
confinement, the placenta being wrapped in a new cloth cee 
Praing and gur as a tshogan! and als auded to es eee the nlacentde 
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PART VU: PERINATAL DEATH SURVEY <2 


~ iL 


On fugust 25,. 1970, an enquiry started on all perinetal 
deaths taking place 7a tha the experimental area (population : 


30,000)... 165 perinatal deaths to local and incoming parturients 
were recorded between a September Ist, 1970 and March S1st;- 
1972. Of these 117 (70%) were investigated, incomplete coverage 
vas due chiefly to eee of staff members to dislocation of 
movement by the war anc in a few cases by refusal of the patient 
or her family to collaborate. 


Metnodolozy 


Gs 


Ne a = pe natal deaths as scon as possible 
ist 


after the-.event: was 
(i) Prompt reporting on sclfeaddressed post cards by 
F.H.WYs., residing in the villages. “ 


(ii)Taking immediate note of events renorted in the 
Vital Fo ae SUrVECYe 


The interview took pl lace within seven days of the peri- 
natal death in 40% of cases; in 80% within a month (the date 
was not recordéd in 45). 


The patient, women of the house, the dai and the =H 
were questioned to reconstruct the sequence of events preceding 
the death. S3ecause of her defensive attitude the dai was inter~ 
viewed separately. the investigation was conducted in 75 cases 
by the Project Officer and in 42 by the Project Physician. In 
sone cascs a cause of death could be ascribed without cifficulty, 
Cege congenital malformation or extreme prematuritys in others 
a cause could be reconstructed after prolonged interview (as in 
deaths tollowing aspiration of spoonefed milk); in fourteen 
others no cause could be cstablished,. 


PEP OR 
ee ae meme 


There were 117 perinatal deaths; 56 were still bornj »v¢ 
were neoonatal deaths before the cndof the scventh day o12 Litce 


fof. @ £h es 
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{4n¢e wos not rvecordcd in 4 crses,. The youngest nother was a 
primipara of 15, the oldest a grand sultiparca azed 4&, There 
WS also a se ecundipara ced 42, a pare 6 of the sane aze and 
@ para li aged 41. Zhe mothe sof twins were aged 29, 25, 
BO, 28 and 28, 
be wength of Gestation anc 3irth weights 

With four exce ons the gestation period was identifi 
able from bs record the last memgetrusl pericd, Sifts 
weights were zvecorded only <2 cases, In the remainder ¢ne 
body of the py anid 2G beca disposed of before a nenber o 
tne HRS staiz visitec’ the hone or there had been onsosition 
to viGighing the neonate, In cases birth weiszhts were total 
at Setatice with. the te3 estineted from the last menstraae 
perioc, 
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yielded the following findings: 


7 “i ve} © _ 5 haem any ae? me a) Md ’ - mt “ 
Congenit:1 sbrormalicy inoss atiole with survival (Total 3) 


Auonemhulies 3 
Anon thelzos with Multiple other deformiatics 5 
Longemital dbnornslity cf the GU, syste: (death fron é 
Weenie due i mmepiros or imperforate urethra) 1 
yd: OC ap) hsv. bg 4 
Leninepcocle wits associated skeletel defacts 4 
Estrene prenatal ty: (Sotel 3%) 

minis ePemeturity «. mein cause of death 20 
Ass ret C@ Wien mvitipl« nregnaney 10 
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Aspochated with xneorste: pnevwmnia and/or 
ue Al Leal sepsis 
S coer, OA gtd ase Fane ty Pte 
ag HO ( Lat. Se vit ig. on £ ast as TLOL Re &;% Vo n Cc % 
/ 7 as . 
a A ~ 
of nffole or meats milk g 


Death in term Dabies lowing asirsated svocna feeding " 
(total 3) 


Birth 7 COULALS (Total 22) 
bso cLated with ¢ contrnreted pelvis 
Asx ciated wit 4 breech deli: very ‘breech Trauma) | 
&ssociated with vrolongad i abour 
isso ciated ote large babies (reported to have 
been 10 lbs and § lbs.) 
Asm cioted with as * rfl: Seep sis 
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Intra uterine asphyxia: (Total 24) 
Cauce unknown 4 
issocLated with eles Piacentae 3 
fsa ciated with pre~eclamtic Toxaania R 
Associated with betemar a epilest “ic conculsicns 
during Labour 
issociated with the use of 1.M. Pitocin during 
Lesom: (pituitary isp hyxx.a) 
Asco ciated with Placen! ta Preevila 
Asmecicted with Placental insufficiency syndrome 
“coo Auted with Dystoci«a oe orolonged Labour 
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Noonatal onemonia in term baby 
Hacmorrhaze from the cord 


Nconatcl tetanus (babe rot soon by any staff menber, 
but fomily gave history of convulsion.) 


Neonatci infection — rocus widotified 4 
Criminal attempt to terminate pregnancy in last trimcstor 
resulting in death of the undelivorod mother aswcinted 

/ 4 
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with uterine haemorrhage 


J Ae © 


Cols iniurrs infanticide i 


sg Spe soo erg Aes, ~~ t. - “ 

LhCL GCS ONS Cate probabiy “ue to overlaying and one 
1% er a ¢ % % Ny # - fe ne 

Cther @ogth under suspictcuc circumstances, 


Praise vrity 18 the wmre:.st single identificble factor 
an ic series, It de present in 4/2 (52), deine m aswcicted 
factor ic 52 wile mnearing tc cparate as the sole caure of 
decthin &) others, 1% wis svsocicted wits tainning in 10 


~ 2. ! x Pe . ew . a * Han 
in 3 ormature infints wh: ~roximal eaugse of death 
kag or nt Tn! , 
rT en ae iO OG fic a rn 3.5 ie Lie 2 Om br Spoon, ie Cl) to Zu 
t 2 - . ¢ 7 “6 a ae is ae a 3 
< raid Wat tL: ws pe amie ic CWE oe ped i suck) FPA P by oflex, in LPoe 


Other term infants, sg irated spjecn feeding was quickly follow 
~od bY cyawais, respiratory Cistress and decth, 

Seon feeding is wlael y practi eed durin 
cays of life because cf the belie’ that oo 
% thos intent. The cald is not started on 
the 3rd or £th day. 
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wae tions of Pittitrin were given during labour te 2 
of 112 pationts (5 with tuirs). it wes employed in 1in4 
dbowrs terminating in stilibirth, (geae of 10 units is 
neually given, often repeated. 7; 7; in one patient on + 
fecacions). {io cage of ruptured uterus was recorded, but 
9 ecp28 repeated sce of Pituitrin appeared to be the 
wle ceusal agmt in foctal death from intrauterine asphyxia. 
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234 of still births were due to breech trauma (11% of 
all porinatal deaths in the scrivs), The birth attendant 
in ali caccs admitted having difficulty in extrectirg the 
ofterconmi:is nedde 
, were in primiparac at term: 9 in multiperae. ‘Maternal 

0 wes bdlow 145 com. (the lowest 25th percenti2c), in 
only onc case (147 Cems): In several other petients with 
praasture broceh delivery the hi: clory | suggested extrusion of 
the woctcl tamk with incarcersticn of the heal above a 
incompletely dilated cervix: a widespread and troibiesome 
~rmlication throughiout India. Obstetric practicce 
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During 2 19 months survey of 117 perinatal deaths 1 
Kercugwal study villages a probable ceuse was establi shes 
iit 1036 
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Prenaturity (444 of all cases; in 17% the chief cause 
of deeth), travmatic breech delivery (23% of oe eet births, 
11% of perinstecl deaths) intrauterine asphyxia following the 
free use of pituitrin by indigenous practitioners (16 of still 
births, G2 Gt perinatal deat 3) » aeaths following aspiration 


is “ Ws Bak nenose cocks io Meena :' sae 
of spoon feeds (8% of perinatal deaths) especially mong pre 
t-4>- ro re abi aie Lue a eS ne, oe 3 
mature infanss, were show. to be the 4 commonest causcs of 
a RS. “4 mat ae ae Resear cta. a! 
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m% wader: prolordt but cae treounc., pituitary asphyxia and 
aspiration of spoorfed milk in the carly neonatal period aro 
ald VOU. C a “pL Oe 


Conbtracsved pelvis anc cenhaloe-pelvic disp 
uncommon in the Lyudiiona area and was fot fre oe aanies 
of fostal icss in this series. Many breech deliveries were 
in multiparae, and still. birth caused by difficulty with 
the after ning head was probably as much due to lack of 
skill as to pelvic contractions 

in 74% of these rothers increased birthrisk wuld have . 
been identifiable in advance by mtoatal categorization had 
antcnatal assessment been done (from past obstetric history; 
AC, eaiihee parity; end detectable abnormality in the 
current pregnancy). Only 50 of these events howcver took 
place in villages where RH.R.G, provide naternity care, 
ond of these one in four were to daughters of the village 
returning to their maternal homes for confinement Later 
in the third trimester, 


The use of Pituitrin in labour, often in the first 
stage, is in response to a wide spread demand for this 
service among Pett anits and dais, Intramuscular doses of tm 
units are given often repeatedly, Intrauterine foetal 
asphyxia i3 the outcome of placental ischaemia so induced, 


He abut th education cannot remove over night the Jjeeply 
oobedded rrojudice against putting the babe to tho breast 
within the Pirst threo days of life. Meanwhile substitution 
of boiled sweetened water, the “Pal-adhe" (used by Tanilian 
mothers) instead of the spoon, or Wisk feeding in preference 
to gpoon feeding is being tried. 


